BIOETHICS YEARBOOK: VOLUME 5 



Theological 
Developments in 
Bioethics: 

1992-1994 



THE CENTER FOR MEDICAL ETHICS AND HEALTH POLICY 

HOUSTON. TEXAS 



B. Andrew Lustig 
(Editor) 



Springer-Science+ Business Media, B.V. 



Bioethics Yearbook 



VOLUME 5 

THEOLOGICAL DEVELOPMENTS IN BIOETHICS 
1992-1994 




Bioethics Yearbook 



VOLUME 5 



The titles published in this series are listed at the end of this volume . 






Bioethics Yearbook 



VOLUME 5 

THEOLOGICAL DEVELOPMENTS IN BIOETHICS: 

1992-1994 



THE CENTER FOR MEDICAL ETHICS AND HEALTH POLICY 
Baylor College of Medicine 
The Institute of Religion 
Rice University 
Houston, Texas, U.S.A. 

Edited by 

B. Andrew Lustig 

Editorial Advisory Board 
Baruch A. Brody 
H. Tristram Engelhardt, Jr. 

Laurence B. McCullough 



SPRINGER-SCIENCE+BUSINESS MEDIA, B.V. 




A C.I.P. Catalogue record for this book is available from the Library of Congress. 



ISBN 978-90-481-4802-8 ISBN 978-94-017-0904-0 (eBook) 

DOI 10.1007/978-94-017-0904-0 
ISSN 0926-26 IX 



Printed on acid-free paper 



All Rights Reserved 

© 1997 Springer Science+Business Media Dordrecht 
Originally published by Kluwer Academic Publishers in 1997 
No part of the material protected by this copyright notice may be reproduced or 
utilized in any form or by any means, electronic or mechanical, 
including photocopying, recording or by any information storage and 
retrieval system, without written permission from the copyright owner. 




TABLE OF CONTENTS 



B. ANDREW LUSTIG 

Recent Trends in Theological Bioethics 1 

JOSEPH BOYLE 

The Roman Catholic Tradition and Bioethics 1 1 

COURTNEY S. CAMPBELL 

Ecclesiology and Ethics: An LDS Response 33 

CROMWELL CRAWFORD 

Hindu Developments in Bioethics 55 

ELLIOT N. DORFF 

Review of Recent Work in Jewish Bioethics 75 

JUDITH A. GRANBOIS AND DAVID H. SMITH 

The Anglican Communion and Bioethics 93 

GEORGE KHUSHF 

Bioethics and the Pentecostal Traditions: Christianity as an 

Alternative Healing System 123 

PAUL NELSON 

Bioethics and the Lutheran Communion 143 

GAMAL I. SEROUR 

Islamic Developments in Bioethics 1 7 1 

ROBERT L. SHELTON 

Biomedical Ethics in Methodist Traditions 1 89 

PAUL D. SIMMONS 

Baptist-Evangelical Medical Ethics 221 

M. GENE SMALLEY 

Jehovah’s Witnesses: Help with Bioethical Issues 259 



ALLEN VERHEY 

Bioethics in the Reformed Tradition 



269 




vi TABLE OF CONTENTS 

NOTES ON CONTRIBUTORS 
GENERAL INDEX 

INDEX OF AUTHORS, BOOKS, AND DOCUMENTS 



283 

285 



289 




B. ANDREW LUSTIG 



RECENT TRENDS IN THEOLOGICAL BIOETHICS 



The Center for Medical Ethics and Health Policy, in conjunction with Kluwer 
Academic Publishers, is pleased to offer this fifth volume in our Bioethics 
Yearbook series. The Yearbook series has alternated between a biennial volume 
summarizing recent theological discussion on specific topics in bioethics and 
a biennial volume summarizing recent regional bioethics discussion. Volume 
One surveyed theological developments from 1988 until the end of 1990. 
Volume Three summarized theological discussions from the beginning of 1991 
through 1992. The present volume surveys theological developments from the 
beginning of 1993 through 1994. 

In this volume, as in Volumes One and Three, we have invited scholars 
of significant reputation to chronicle and, if they wish, to interpret recent 
bioethics discussions in a large number of religious traditions. Volume Five 
includes surveys of developments in the following traditions: Roman 
Catholicism, the Latter-day Saints, Hinduism, Judaism, the Anglican 
Communion, Pentecostalism, Lutheranism, Islam, Methodism, Baptist- 
Evangelicalism, Jehovah’s Witnesses, and the Reformed Tradition. Regrettably, 
we were unable to solicit timely commentaries for Volume Five on recent 
Eastern Orthodox and Buddhist developments, but we have, for the first time 
in the Yearbook series, included essays on Pentecostal and Jehovah’s Witness 
discussions. 

As with earlier volumes, in order to retain a uniformity to the 
discussions within Volume Five, as well as among volumes in the series, we 
have asked our authors to order their remarks, whenever possible, according to 
the following list of topics: new reproductive technologies, abortion, maternal- 
fetal conflicts, care of severely disabled newborns, consent to treatment and 
experimentation, confidentiality, equitable access to health care, ethical 
concerns raised by cost-containment measures, decisions to withhold or 
withdraw life-sustaining treatment, assisted suicide and euthanasia, the 
definition of death, and organ donation and transplantation. Each author has 
addressed only those topics on the list that have been discussed in his or her 
tradition within the two-year time period under scrutiny. In addition, authors 
were free to comment on issues not on the list in a final broad category, “other 
issues”. 
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Each biennial theological Yearbook is an effort to meet the need for a 
single volume that provides comprehensive and timely summaries of 
discussions in various religious traditions on specific topics in bioethics. We 
have commissioned our expert commentators to survey recent trends and 
developments in their traditions — both formal statements by official bodies 
and study groups, as well as less formal discussions that reflect the intellectual 
currents animating the continuing dialogue on particular issues. At the same 
time, we again left it to the discretion of our authors to place 1992-1994 
developments in broader context by including those background documents and 
discussions they deemed necessary to clarify recent concerns. This latitude is 
especially important in the case of our first time contributors — George Khusf 
on Pentecostal bioethics and Gene Smalley on Jehovah’s Witness 
developments. 

Besides offering up-to-date summaries of recent discussion, our 
authors have also provided useful bibliographical references to an extensive 
number of documents, many of which would otherwise prove difficult for 
individual scholars to know about, much less to assemble. In reading about 
developments in various traditions, readers will perceive characteristic 
similarities and differences in denominational approaches taken in basic 
theological methods as well as conclusions drawn on specific topics. 
Methodologically, there are differences in the degrees of bindingness associated 
with various documents, which reflect underlying differences in ecclesiology, 
pneumatology, and relevant sources of theological and moral authority. There 
are also significant differences both between and within denominations in 
discussion on particular issues. These intra denominational differences may 
reflect shifts in emphasis at the level of method. They also may emerge in 
response to new empirical developments; i.e., novel circumstances in research 
and therapy may move theological ethics from broadly theoretical musings to 
focused analyses of new possibilities. 

On the one hand, as I have noted in earlier volumes, these similarities 
and differences, both between and within traditions of theological reflection, 
may lead interested readers to muse about larger matters of fundamental 
theology to account for such agreement and divergence. Yet an immediate word 
of caution remains in order. A yearbook, if successful, achieves the important 
but limited purpose that its name implies. Volume Five, as other volumes in the 
Bioethics Yearbook series, is offered primarily as a summary and analysis of 
recent ethical discussion on specific topics. For scholars and others interested 
in more fundamental matters, this volume may serve the exemplify theological 
tendencies in concrete fashion. But no single volume in this series should be 
misinterpreted as an effort to discuss issues of foundational theology or 
ecclesiology in a sustained or systematic way. 
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On the other hand, from the vantage point of having edited three 
theological volumes in the Yearbook series, it may be useful at this juncture to 
consider, at least briefly, how communities of faith have addressed particular 
issues during the past six years, in order to assess how discussions between and 
within communities of faith reveal features that differ from secular approaches. 
While it is to be expected that fundamental differences in moral method will 
often lead to different conclusions among traditions in their judgments on 
particular topics, it is equally clear that theological conclusions, although 
nuanced differently among communities of faith, often reveal broadly shared 
characteristics that stand in stark contrast to the moral minimalism at work in 
many secular approaches. Such similarities should not be all that surprising. For 
the convictions at work in theological ethics often eventuate in a discernible 
consensus among theological traditions that nonetheless remain distinct in 
matters of ecclesiology and authority. Theological arguments will often 
function in richer and more robust fashion than the lowest-common- 
denominator, procedurally driven arguments common to secular perspectives. 

Let me consider, then, four topics — new reproductive technologies 
and practices, abortion, physician-assisted suicide and euthanasia, and equitable 
access to health care — which have generated significant discussion both within 
and across theological traditions during the last six years. 

A. New Reproductive Technologies and Practices. 

Among Christian denominations, only Roman Catholicism, as officially 
presented in recent documents, proscribes both artificial contraception and new 
reproductive practices on act-centered natural law grounds ([2], [3]). While 
many theological perspectives view procreation as a general mandate, specific 
acts of artificial contraception are deemed by most Christian traditions (e.g., 
[17], [19]), along with Hinduism [6] and Islam ([10], [11]), as responsible 
choices that can be exercised by spouses. 

Even within the Roman Catholic tradition, significant intramural 
discussion proceeds concerning the sources of authority that should be 
determinative in moral discussions. The so-called “inseparability principle”, 
which sees conjugal intimacy and procreative potential as features necessarily 
present in each act of marital intercourse, leads to uniform judgments against 
artificial contraception and most practices of assisted reproduction. Ongoing 
debate within the Roman Catholic scholarly community, however, concerns the 
fundamental status of the inseparability principle itself and differing judgments 
about its relevance as a moral criterion. Thus, a specific set of issues — 
contraception and new reproductive practices — exemplify the robust character 
of the debate within this tradition and between it and others — about the 
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normativity of the natural as a source of moral authority, about the way that the 
overall context of marriage is itself a relevant contributor to moral judgments 
about particular acts, and about die legitimacy of different voices, especially the 
experience of married persons, in helping to determine the “sense of the 
faithful” that has been consistently affirmed since the time of the Second 
Vatican Council. 

Among other Christian denominations, as well as in the Hindu, Jewish, 
and Islamic communities, there are commonly voiced reservations regarding the 
legitimacy of new reproductive practices, such as artificial insemination by 
donor (AID), that involve donor gametes. Although the authoritativeness of 
particular conclusions is subject to question, a generally negative judgment is 
made regarding the acceptability of third-party involvement because of its 
potential disruptiveness of the marital bond (e.g., [7], pp. 90-91) and/or 
because of the right of the newborn to knowledge of his/her “legitimate 
ancestry” ([10], p. 1 10). Commercial surrogacy is widely rejected, although the 
brunt of the opposition is often directed more forcefully at the commercial 
aspects of that practice than its intrinsic features. 

Because new reproductive practices and techniques often involve the 
technical manipulation of early embryos, the moral status of embryos emerges 
as an item of significant discussion and debate. Roman Catholic ([2], [3]) and 
Eastern Orthodox commentators [9] share the judgment that any destruction of 
embryos constitutes a species of homicide. For other religious traditions, 
especially Protestant Christianity and certain strains of Judaism, the 
manipulation of embryos prior to implantation may well be acceptable, 
although the specifically theological grounds for that position will require 
greater elaboration in future discussion. Some statements distinguish sharply 
between the research use of “spare embryos” initially intended for in-vitro 
fertilization from the use of embryos created expressly for non-therapeutic 
purposes, with the latter proscribed. Other statements, however, allow the use 
of embryos for research, regardless of the circumstances of their provenance, 
for up to 14 days, until the formation of the primitive streak. The latter position, 
which closely parallels a number of recent secular recommendations, is linked 
to a general acknowledgment that embryos have some “moral status” and are 
deserving of “moral concern and respect”. What is not well-developed, in terms 
irreducible to utilitarianism, is the moral force of such phrases or their specific 
theological warrants, if any. 
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B. Abortion 

The moral status of abortion remains a topic of significant discussion in recent 
religious documents, with a range of positions that are fairly described as 
moderate to liberal. There are two points worth noting here, if only 
impressionistically. First, despite the highly charged nature of the political 
discussion of abortion, it is inaccurate to try to capture the moral sentiments at 
work among religious communities in terms of the simplistic rhetoric often 
central to the secular debate. While only some religious positions, such as 
Roman Catholicism ([2], [3]) and Eastern Orthodoxy [8] see abortion as a form 
of unjustified homicide, it is inaccurate to characterize less conservative 
religious voices as thereby “pro-choice” in the popular sense of that phrase. 
Indeed, what one finds, even among moderate Protestant Christians, are a 
number of considerations that significantly qualify the exercise of 
“reproductive autonomy” as understood in secular terms. Even those traditions 
that are fully respectful of the Christian’s personal freedom do not equate that 
capacity with the simple act of choice. Thus, for example, recent Lutheran 
statements limit the “sound reasons” for a moral choice of abortion to 
circumstances of clear threat to the pregnant woman’s life, “involuntary or non- 
voluntary intercourse,” and severe fetal abnormality ([17], p. 168). A recent 
widely cited Reform discussion limits morally justified abortions to “what are 
often called the ‘hard cases’, which probably amount to only a small percentage 
of abortions actually performed” ([21], p. 206). Indeed, it is not unfair to 
conclude, after careful attention to the nuances of particular traditions, that this 
general conclusion can be drawn from recent contributions to the Bioethics 
Yearbooks : abortion, if not morally proscribed, is generally deemed a morally 
gravid choice, one that requires extorsive moral justification in terms of a fairly 
narrow set of moral considerations. This general sense thus distinguishes a 
consensus religious position on abortion from secular discussion. 

However, as a second point, the above generalization relates, at 
present, to the overall tenor of the discussion of the morality of abortion as a 
personal choice, not necessarily to questions about its legal availability. There 
is often a tendency to conflate moral and legal questions raised by the practice 
of abortion; however, except for those positions that equate abortion and 
homicide (and perhaps even for them), such questions should be addressed 
separately. 

On this point, as on many others, the work of theological ethicist James 
Gustafson may be instructive. Gustafson distinguishes various modes of 
discourse that are germane to moral discussion and deliberation — what he 
calls the ethical, policy, narrative, and prophetic modes [8], One very 
interesting question, especially in light of recent developments in the 
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availability of early abortifacients such as RU-486, is to ask what constitutes 
the most appropriate form(s) of moral discourse for religious communities to 
adopt cxi an issue so deeply divisive as that of abortion. That is to say, whatever 
the grounds for one’s opposition to abortion as a morally justifiable practice, 
the question of how best to persuade those who do not share one’s own 
premises is one that deserves far greater attention than recent documents have 
devoted to it. Whether ex* not a “middle ground” can in fact be developed on the 
abortion issue remains an open question, since the public debate is so often 
polarized. But in pursuit of the at-least-interim goal of “making abortions 
rarer”, an objective putatively shared by religious believers and secularists, the 
choice about which form of discourse is the most appropriate vehicle toward 
that end is worthy of greater attention. 

C. Assisted Suicide and Voluntary Euthanasia 

In recent years, a number of secular thinkers and some religious commentators 
have argued that assisted suicide and voluntary euthanasia as clinical 
alternatives for the terminally ill are motivated by different values than those 
reflected in suicide as a non-clinical choice ([12], [16]). However, the 
documents summarized by contributors to the theological volumes of the 
Bioethics Yearbook have been relatively united in their opposition to both 
practices. Despite differences in emphasis, argument, tradition, and sources of 
moral insight, Roman Catholicism [3], Eastern Orthodoxy [9], most of 
Protestant Christianity (e.g., [17], [21]), and Islam [1 1] proscribe the option 
of active assistance in dying in nearly all cases. 

At the heart of the secular debate about assisted suicide and euthanasia 
are two values — that of autonomy or self-determination, and the desire to 
avoid or end intractable pain and suffering. In broad contrast to that secular 
logic, religious arguments against assisted suicide and active euthanasia are 
informed by fundamentally different assumptions about the basic values that 
should frame our understandings of life, death, and the facts of pain and 
suffering. The basic context for religious reflection, especially within the 
traditions of monotheism, begins not with “the self, seen as an individual apart 
from community, but as a creature made in the divine image, thus already in 
primary community with the Source of all being. Autonomy, if reduced to its 
secular function of the “unencumbered self’, emerges, then, as a grave 
theological mistake, a fundamentally misguided orientation that elevates the act 
of choice over its content, that mistakenly views self-determination as 
meaningful apart from one’s relation to God and his good purposes. 

Nonetheless, the moral conclusions against assisted suicide reached by 
communities of faith stand in sharp tension with the push toward legalization 
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of the practice from many secular, and a minority of religious, voices. In the 
face of an increasingly volatile public debate on the meaning of assistance-in- 
dying — as an extension of patient autonomy, or as a dangerous slide down an 
increasingly slippery slope — communities of faith will be challenged to find 
common ground, a set of “middle axioms’” if you will, that might support a 
shared opposition with others who do not base their judgments cm religious 
grounds. 



D. Equitable Access to Health Care 

During the last six years, a number of religious statements have addressed the 
nature and scope of equitable access to health care resources. The most 
fundamental value emphasized in such discussion is that basic medical care 
should be accessible to all. A few representative statements of the position will 
serve to illustrate the general tenor of the documents. 

In Protestant continental Europe, recent documents have grounded this 
entitlement in the “theological notion of non-discriminatory mercy” ([1], p. 9). 
In the U.S. context, the right to health care has been defended in a large number 
of Roman Catholic episcopal statements and scholarly literature ([3], p. 23). 
In recent Anglican and Episcopal documents, the notion of “universal access to 
health care does not seem to be a controversial goal” ([7], p. 102), although 
strategic recommendations for implementing that goal vary. Among Lutheran 
statements, the differences in emphasis that have emerged between European 
and U.S. documents reveal the importance of structural and institutional 
aspects of respective discussion. For example, Lutherans in Scandinavia and 
Germany have lived within a system of universal health care for some time. 
Against that background, some recent documents have emphasized the renewed 
importance of personal responsibility and accountability for health, while others 
have suggested the need to address limited resource and rising costs of care 
([17], p. 171). In the United States, which lacks universal access to basic health 
care, recent Lutheran documents from the Evangelical Lutheran Church in 
America voice support for a universal system of health care that provides cost- 
effective, good-quality basic services to all ([17, p. 177). 

The latter examples from the Lutheran Church, as well as a number of 
Roman Catholic exchanges on the moral status of health care rationing in light 
of Catholic social teaching, point up the need for more systematic scrutiny of 
the nature of, and limits to, basic health care as an entitlement of persons 
theologically grounded in mercy and justice. The context for reflection — 
Europe or the United States — dramatically shifts the emphasis in recent 
Lutheran documents. But positive entitlements, including the right to health 
care, are always subject to the context within which aid is provided; short of 
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global redistribution, the scope of “basic” care will remain a function of 
available societal resources. What is lacking, in most recent statements, with 
some notable exceptions (e.g., [23]) is careful attention to the variable 
conditions in which systemic political choices are made, and the need, despite 
that variability, to provide a rigorous moral analysis of the duties of justice that 
undergird such choices. As before, the relevance of theologically based insights 
to public discourse is not necessarily obvious; here again, Gustafson’s 
distinctions are useful: religious commentators must attend to the differences 
at work in the moral discourse they employ, according to the audience and 
objective they have in mind [8]. 

B. Andrew Lustig, Editor 
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JOSEPH BOYLE 



THE ROMAN CATHOLIC TRADITION AND BIOETHICS 



I. INTRODUCTION 

This essay continues into the period from the middle of 1992 to the end of 1994 
the survey of Catholic writings on bioethics which I prepared for Volume 3 of 
this Yearbook. The Catholic literature on bioethics continues to be so extensive 
that no short survey can do it justice. I will deal with this fact in two ways. First, 
I will take note of discussions that provide summaries and surveys of important 
literature. Second, I will focus on several general themes which emerge from the 
important magisterial documents promulgated in 1993 and 1994. 

During the period under review, the Vatican, bishops and episcopal 
conferences have continued to comment on bioethical issues and, particularly, 
on political and legal developments with a bioethical aspect, for example, the 
rapid developments in the area of physician assisted suicide. Most of these 
statements do not develop Catholic thinking about bioethics but instead apply 
it pastorally and politically. These statements will not be addressed here. 
Nevertheless, there have been a number of bioethically important statements 
from the Vatican and from bishops. In addition to the authoritative 
reaffirmation of Catholic teaching on the main issues of bioethics such as 
abortion, euthanasia, IVF and so on in the Catechism of the Catholic Church 
issued by Pope John Paul II in 1992, ([28], # 2270-2283, 2375-2379), two of 
these are particularly significant. 

In 1993 Pope John Paul II issued an encyclical. The Splendor of Truth, 
dealing with the foundations of Christian ethics [29], This encyclical does not 
deal explicitly with issues of bioethics, but some of its teaching, particularly 
concerning the proper conduct of moral reasoning, have significant implications 
for the conduct of bioethical inquiry by Catholics. 

In 1994 the American bishops issued a revision of their long standing 
“Ethical and Religious Directives” for Catholic health care institutions [25]. 
This document (hereafter “ERD”) touches virtually every bioethical issue of 
concern to Catholics. The directives which form the substance of the ERD are 
short prescriptions. They are introduced by brief theological explanations which 
no more than hint at the extensive moral reasoning that underlies the directives. 
Still, that reasoning plainly continues the tradition of moral reasoning endorsed 
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in The Splendor of Truth. 

The philosophical questions and disputes raised by that reasoning are 
sharply revealed by the ERD’s presentation of its results as a list of short 
prescriptions. Many of these questions emerge from the language of double 
effect, which the ERD most often expresses in terms of what is “directly” or 
“indirectly” done or caused. The continued importance of double effect in 
Catholic casuistry and the continuing perplexity concerning its proper 
application to various bioethical questions will be the focus of the second 
section of this survey. The related question of cooperation with wrongdoing will 
also be considered. 

In the third and fourth sections respectively, I will deal with several 
important developments in the Catholic discussions of euthanasia and abortion 
related matters. 

II. THE STRUCTURE OF CATHOLIC CASUISTRY 

A. The Splendor of Truth and Bioethics 

The second chapter of this encyclical deals with general issues about the nature 
of human freedom, morality and moral reasoning. One section of this chapter 
deals with what the Pope, following scholastic tradition, calls “the moral 
act”([29],§§ 71-83). At issue is the moral evaluation of human actions. This 
section has direct relevance to the conduct of bioethics. 

The relationship between a person’s action and his or her true good is the 
foundation for determining the moral character of action. “The rational ordering 
of the human act to the good in its truth and the voluntary pursuit of that good, 
known by reason, constitute morality” ([29], § 72). The Pope immediately 
concludes that neither service to one’s goals nor a good intention is sufficient 
for moral goodness. Presumably, neither of these guarantees the rational 
ordering which, when voluntarily embraced, constitutes moral goodness. So, the 
Pope is committed to a view of morality based on the good. As he notes ([29], 
§ 73), moral life is essentially teleological. But this view plainly is not 
consequentialist, as he also explicitly notes ([29], § 74). He appears to 
understand consequentialism and proportionalism as methods of reasoning 
which arrive at moral judgments by comparing the value of possible outcomes 
of a choice (see [29], § 75). 

His rejection of such methods is hardly a philosophical refutation. Instead, 
he explains his rejection in terms of the failure of these methods to take proper 
account of what, following the Catholic moral tradition, he calls the “object” of 
the moral action. He defines it as follows: “The object of the act of willing is in 
fact a freely chosen kind of behavior” ([29], § 78). By this the Pope seems to 
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mean the precise thing one chooses to do in order to achieve one’s intended end. 
That choice, independent of the value of the goals for which it is made, has a 
determinable moral character of its own. This is what consequentialism 
overlooks. He develops the thought as follows: 

Such theories are not faithful to the Church’s moral teaching, when they believe they can justify, 
as morally good, deliberate choices contrary to the commandments of the divine and natural law. 
These theories cannot claim to be grounded in the Catholic moral tradition. Although the latter 
did witness the development of a casuistry which tried to assess the best ways to achieve the good 
in certain concrete situations, it is nevertheless true that this casuistry concerned only cases in 
which the law was uncertain, and thus the absolute validity of negative moral precepts, which 
oblige without exception, was not called into question ([29], § 76). 



Thus, the objection to consequentialism as untraditional is that it does not 
allow for the existence of moral absolutes which exclude certain kinds of 
choices whatever the good ends sought and whatever the consequences of 
refusing to violate them. In support, the Pope cites Paul Vi’s appeal to Romans 
3:8 in Humanae Vitae : one may not do evil that good might come of it ([29], 
§80). 

The relevance of the preceding to the conduct of Catholic bioethics is clear. 
The Pope endorses the traditional approach to moral reasoning in which none 
of the morally relevant features of actions are simply subordinated to 
considerations of intended results or outcomes, and any weighing of values 
must be carried out in a way that respects the moral absolutes taught by the 
Church. 

This dramatically limits the relevance of consequentialist considerations 
to moral decision making. Perhaps the Pope means to allow them when moral 
absolutes are not in danger of being violated by appeal to the balancing of 
values. But plainly he is recommending that moral analysis direct its primary 
concern elsewhere: to what people choose to do and its relationship to the moral 
law. 

B. The Doctrine of Double Effect 

Within the approach to moral reasoning endorsed by John Paul II, it is vital to 
determine precisely what is included within erne’s chosen action. That is the area 
where moral absolutes apply, and outside that area, as the Pope indicates ([29], 
§ 76, quoted above in A), other moral considerations can properly enter. The 
doctrine of the double effect is perhaps the Catholic tradition’s major analytical 
tool for drawing this distinction. Thus, although The Splendor of Truth does 
not explicitly mention this doctrine, it or something very like it is an essential 
tool for Catholic casuistry. 

The classical formulation of this doctrine is as a set of four necessary 




14 



JOSEPH BOYLE 



conditions for the permissibility of certain morally ambiguous actions. These 
conditions specify that the action itself, that is, the means one chooses, be 
morally good or indifferent; that the intended end be morally good; that the 
evils involved be side effects oily and not a means to the end; and that there be 
a proportionate reason to justify doing what has bad side effects ([2], p. 303; 
[18], p.300). 

Double effect assumes that both the ends one seeks in acting and the 
choices by which one pursues them are intentional, and that these can be 
distinguished from other aspects of one’s acts, most notably side effects, which 
are extra-intentional or beyond one’s intention in acting (praeter intentionem). 
The doctrine proceeds from these assumptions, and from the underlying 
normative assumption that the line between the intentional and the extra- 
intentional constitutes an important normative distinction: namely, that between 
actions excluded by moral absolutes and actions’ harmful side effects which 
sometimes may be accepted morally. This normative assumption is deeply 
embedded in the Catholic moral tradition; so much so that one looks in vain for 
an explicit justification ([3], pp. 475-477). The main concern about double 
effect within Catholic casuistry has been its correct application to cases. 

James Keenan’s useful and wide ranging discussion of the use of double 
effect by some 19th- and 20th-century manualists and by earlier Catholic 
casuists indicates the extent to which double effect is central to the Catholic 
moral tradition. Clarification of what is involved in an action rather than 
determination of what will bring the best results is certainly the approach of the 
Catholic tradition. Keenan’s discussion also makes clear that not every kind of 
casuistry is compatible with the moral absolutism endorsed by John Paul II. 

Keenan does not believe that double effect has its proper function within 
a moral system dominated by absolute prohibitions of certain kinds of choices. 
He allows that double effect can play a role within such a system: ambiguous 
actions which meet the four conditions of double effect are legitimated in such 
a normative framework. Keenan concludes that in this context the doctrine is 
a justifying principle ([18], p. 300-307). 

But he maintains that this use of double effect gives it unwarranted 
authority. This is revealed, he argues, by the incongruities which arise in the 
application of double effect to some cases, for example, the case of ectopic 
pregnancy. The removal of an embryo implanted in the fallopian tube seems to 
most people morally justified independently of considerations of double effect. 
And double effect cannot provide a plausible justification for that action. The 
standard answer provided by double effect has been that the death of the 
embryo is a side effect of an action which of itself removes a diseased organ, 
the tube weakened by the presence of the growing embryo ([18], 306-307, 313- 
3 15), something many think to be double think about double effect. 
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Keenan goes on to propose an alternative function of double effect within 
a system of casuistry not dominated by moral absolutes. In such a system 
double effect can reveal the similarities and differences between new cases and 
various paradigm cases. So, its function becomes clarifying and confirmatory, 
but not normative. Normatively, each case must stand on its own; the challenge 
to moral thinking is to reveal the inner logic of each new case. Thus, to take the 
case of the ectopic pregnancy, Keenan suggests that the paradigm of the 
materially unjust aggressor, extensively discussed in the late 19th century 
disputes about the craniotomy case, appropriately illuminates the internal logic 
of this case ([18], pp. 306-307, pp. 313-315). 

There plainly are incongruities in applications of double effect as used 
within the framework of Catholic absolutism. There are also plainly other 
contexts in which double effect or something like it can have utility. But the 
incongruities are susceptible of other explanations than Keenan’s, and the 
possibility of other functions for double effect does not itself cast doubt on its 
use within Catholic absolutism. 

It seems to me that within that framework double effect does not justify, 
but rather clarifies. It is invoked because there is concern that erne’s action 
might be in conflict with a moral absolute. The clarification shows either that 
the proposed action is of the kind absolutely prohibited or that the harms 
involved are side effects and should be evaluated by the looser, all things 
considered standard of proportionate reason ([3], p. 478). What justifies one’s 
choice is either the relevant moral absolute which would be violated or the 
considerations which make accepting bad side effects to be acceptable or not. 
Thus, the application of double effect to the case of the ectopic pregnancy will 
not allow the removal if it is a case of intentionally killing an innocent person. 
That presumably is the relevant moral absolute. So, Keenan’s suggestion that 
instead of double effect we consider whether the embryo is a materially unjust 
aggressor amounts to an invitation to give up the clarification needed to see if 
what one is doing is intentionally killing the innocent. That makes sense in 
some casuistical systems, but as The Splendor of Truth makes plain, not in the 
system of Catholic casuistry where moral absolutes dominate the inquiry. 

Still, the incongruities in the application of double effect need explaining. 
The ongoing debates about double effect suggest that the reason for the 
incongruities in its application is the lack of a clear, agreed upon principle or 
criterion to discriminate what is precisely chosen from what is accepted as a 
side effect. The absence of such a criterion bedevils Catholic casuistry, and its 
elaboration is badly needed. 

The absence of such a criterion is revealed by the need for a Vatican ruling 
concerning the permissibility of what is called “uterine isolation”. This is an 
operation in which a woman’s fallopian tubes are tied because her uterus, 
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weakened by Caesarian sections, is judged to be in a pathological condition of 
a kind that would justify hysterectomy. Traditional Catholic moralists, all 
agreed that direct sterilization (that is, sterilization intended as contraceptive) 
is wrong, have debated for at least fifty years about whether this procedure 
could be only indirectly sterilizing and so permissible because the sterilizing 
effect was an extra-intentional side effect ([17], pp. 82-83). It seems plain 
enough that the only connection between the tying of the fallopian tubes in this 
context and the pathology of the woman’s uterus is that the former makes 
pregnancy impossible. Presumably, the disease becomes a problem only if the 
woman becomes pregnant and the sterilizing action, or for that matter the 
hysterectomy which it might replace, was therapeutic only if successfully 
contraceptive ([17], pp. 83-86). This reasoning is endorsed by the Vatican’s 
Congregation for the Doctrine of the Faith which explains: “Therefore, the 
described procedures do not have a properly therapeutic character but are aimed 
in themselves at rendering sterile future sexual acts freely chosen” ([8], p. 2 1 2). 

Thus, what seems plain has not been not clear to many Catholic moralists. 
Thomas O’Donnell, S. J., for example, was a defender of the permissibility of 
uterine isolation until shortly before the Vatican’s ruling. His repudiation of his 
forma* view explains why some moralists thought double effect justified uterine 
isolation, but gives little indication that he sees clearly why double effect was 
misapplied ([26], pp. 58-61). 

The difficulty of distinguishing side effects from one’s chosen action is 
perhaps not great in the case of uterine isolation: the sterilizing effect of this 
action is part of one’s plan of action and so cannot be a side effect. But it is 
sometimes very difficult to tell whether something is or is not part of one’s plan 
of action. 

The case of extrauterine pregnancy, so important in Keenan’s analysis, is 
a good example. Interestingly, the ERD deal with this case by taking a step 
bade from the fine casuistical analysis: “In the case of extrauterine pregnancy, 
no intervention is morally licit which constitutes a direct abortion” ([25], § 48, 
p. 458). This is at odds with Keenan’s suggestion that we consider this matter 
under the heading of defense against materially unjust aggression, if that would 
allow it even if it were direct abortion. But it does not restrict the possibilities 
to the double effect solution which Keenan, I believe correctly, finds 
objectionable. Germain Grisez has argued that the removal of the embryo from 
the fallopian tube is not direct abortion, that is, it is not the intentional killing 
of the person. The object of the act of removal is not the embryo’s death but the 
removal of the threat to the mother’s life ([13], pp. 266, 502). William May, 
generally sympathetic to Grisez’ s work, has responded that the removal of the 
embryo from the fallopian tube is direct abortion; the child’s removal to a place 
it cannot live is not a side effect of some other action but what one does to save 
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the mother’s life ([22], pp. 142-144). So, May accepts the older position which 
allows only removal of the tube and the acceptance of the embryo’s death as a 
side effect of that Grisez would, I think, respond that the Church’s rejection of 
abortion is an application of the more general norm prohibiting the intentional 
killing of the innocent and that although May is correct in maintaining that the 
removal of the embryo is chosen, the embryo’s death is not. Still, May’s 
conception of direct abortion is traditional; the ERD defines abortion as “the 
directly intended termination of pregnancy before viability or the destruction of 
a viable fetus ([25], § 38, p. 457). 

Here the test which the uterine isolation case failed is passed: the 
connection in one’s practical reasoning between what one chose to do and what 
one wanted to achieve does not include the bad effect. The embryo’s death does 
not serve one’s purpose. Still, to many that test does not seem sufficient here, 
since the removal of the embryo that kills the embryo does serve one’s purpose. 
For them the killing seems too close to one’s choice rightly to use double effect. 

The kind of reasoning used by Grisez to justify removal of the embryo also 
applies to the famous craniotomy case, which has seemed to many as the 
paradigm of what double effect cannot allow. Justifying the craniotomy as 
indirect killing seems to many a reductio ad absurdum of the doctrine, even if 
it should pass the test which the uterine isolation case failed. 

In this case, much discussed by Catholic moralists a hundred years ago, the 
fetus is stuck in the birth canal, and both its life and that of its mother are at 
immediate risk unless the fetus’ head is crushed. My version of the reasoning 
to show that doing this is not intentional killing has been criticized, not only by 
William May, but by Joseph Lombardi, S.J. and by Kevin Flannery, S. J. I 
argued that the craniotomy was not intentional killing, since the fetus’ being 
dead, or being caused to be dead, did not help save the mother’s life in this 
situation; what contributes to the end of saving the mother’s life is the crushing 
of the skull, not insofar as it is life destroying, but just insofar as it unsticks the 
birth canal by changing the shape of the skull, as is suggested by the fact that 
the procedure would be required if the child were already dead ([2], pp. 304- 
312). 

Lombardi is concerned that this argument fails to show that the killing is 
not a means to saving the mother’s life. He notes that in the typical case of 
craniotomy the contents of the skull are first removed and then the skull is 
crushed, thus saving the mother’s life ([21], pp. 205-209). In this case, the 
emptying of the skull is surely a means to saving the mother’s life. That must 
be chosen. But the fact that the child dies before the mother is saved does not 
show that the killing as such or the death is a means; it would show only that 
the child’s death was a side effect of a means. 

Flannery also thinks my argument fails to show that the killing of the child 
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is not a means to saving the mother’s life. He concedes that there is no logical 
connection between the skull crushing and intentional killing, but maintains 
nevertheless that craniotomy just is killing, not merely causing death ([12], p. 
508). He develops this point by elaborating the differences between a necessary 
hysterectomy upon a pregnant woman, a standard case allowed by double 
effect, and the craniotomy. The first is performed on the woman, not on the 
fetus; die second directly upon the fetus. Moreover, a redescription of the action 
is required in the second case but not in the first. In this it is simply a 
hysterectomy; in that it must be recast as narrowing the cranium. Flannery takes 
these differences to be morally relevant, but he only hints at the relevance which 
he locates in the aim of the practice of medicine. Medicine should help those on 
whom it operates, not harm them ([12], pp. 5 1 1-512). 

I do not think that the differences which Flannery notes between the 
craniotomy and the hysterectomy cases separate them in a way that rebuts 
Herbert Hart’s classical argument that they are morally identical ([2], pp. 304- 
306). Hart was surely right to think that, if the one is simply killing, then so 
must be the other. The fact that the causal chain is longer in the hysterectomy, 
and, as Flannery points out, operates through action initially on another person, 
has no tendency to show that it is not killing. If double effect can show that it 
is not intentional killing, then why can it not, pari passu, show that craniotomy 
is not intentional killing? 

I believe that the tradition’s hesitation about this and similar questions is 
rooted, not in its moral absolutism, as Keenan seems to think, but in a failure 
to develop a plausible principle for distinguishing chosen action from its side 
effects. The statement by the Vatican’s Congregation for the Doctrine of the 
Faith chi uterine isolation suggests a necessary test for something’s being a side 
effect, but many in the tradition are wary of treating the passing the test as 
sufficient for some harm’s being a side effect. Common sense appears to be on 
their side, but I doubt common sense can settle matters of fine casuistry. 

C. Cooperation in Evil 

“Cooperation in evil” is the heading under which Catholic moral theology has 
handled moral questions which arise because erne’s actions in some way 
contribute to the ongoing evil actions of others. Addressing questions of this 
kind is increasingly important for Catholics, and especially for Catholic health 
care institutions, because of the social context within which modem health care 
decisions are made. This is a context of radical moral disagreement, that is, of 
pervasive disagreement about the morality of certain kinds of action within a 
context of agreement about the general value of health care and about some 
specific issues. Clear headed resistance to some kinds of moral compromise. 
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along with reasonably grounded tolerance of other’s wrongdoing are clearly 
necessary to maintain moral integrity in this social setting ([5], pp. 183-187, 
pp. 196-199). The application of the doctrine on cooperation is a part of a 
rational Catholic strategy for balancing this needed combination of resistance 
and cooperation. Questions about its application have pointedly arisen 
concerning the use for transplantation of tissue from aborted fetuses and 
concerning various sorts of cooperative ventures by Catholic hospitals, but, as 
Anthony Fisher has shown by providing a listing of standard applications 
within the recent tradition, the application of the doctrine of cooperation is 
generally difficult and frequently problematical ([1 1), pp. 19-20). In fact the 
difficulties in the application of the principles of cooperation are similar to (I 
believe an instance of) the difficulty of applying double effect. 

Cooperation is distinguished in Catholic teaching from scandal, which 
refers to actions taken to cause others to sin or likely to have that effect. Formal 
cooperation is defined as that in which one becomes involved in the other’s 
wrongdoing in such a way that one shares in the essential wrongdoing. One’s 
intention becomes at least partially identified with that of the wrongdoer’s bad 
will ([1 1], p. 16). The American Bishops, in an Appendix to the ERD designed 
to clarify the principles of cooperation, define it as follows: “If the cooperator 
intends the object of the wrongdoer’s activity, the cooperation is formal and 
therefore morally wrong” ([24], p. 461). This is none too clear, and there is no 
elaboration of the conditions under which a cooperator intends the object of the 
wrongdoer’s activity. As in double effect, we need a criterion for determining 
what is and is not part of a person’s intention in action. Moreover, the 
traditional teaching seems broader than the Bishops’ definition allows. For 
one’s intention in cooperating may encompass not only the precise thing the 
wrongdoer does but his or her more or less ultimate ends in acting. 

Material cooperation is defined in the tradition as any sort of cooperation 
with wrongdoing in which one does not personally do or become intentionally 
involved in the wrongdoing. Within the tradition some kinds of material 
cooperation can be justified, and the justification appears to depend on an all- 
things-considered assessment of the cooperative action and its consequences as 
compared with what would occur if cooperation were refused. The tradition 
highlights such considerations as the immediacy of the involvement in the 
wrongful behavior, the proximateness or remoteness, contingency or necessity 
of contributions not immediately involved in the wrongful behavior, and the 
extent to which the cooperation will give bad example and perhaps scandalize 
some people (see [30], pp. 83-87; [25], p. 461). The moral weight of these 
factors is not altogether clear in the tradition. In particular, it is not clear how 
they are to be assembled into an all things considered assessment forjudging 
whether to cooperate materially or forgo doing so. 




20 



JOSEPH BOYLE 



The American Bishops have dealt with an aspect of this problem. They 
seek to define and to clarify the moral status of one important form of material 
cooperation; immediate cooperation is defined as that in which the object of the 
cooperator’s act is the same as that of the wrongdoer’s ([25), p. 461). This 
seems to me an obscure way of stating that the actual performance of the 
cooperator is essentially connected to what the wrongdoer does, perhaps, for 
example, a nurse’s participation in an abortion or a sexual assault victim’s 
compliance with ho* assailant’s demands in order to save her life. The Bishops 
state that immediate material cooperation is morally equivalent to formal 
cooperation except in some cases of duress. No explanation of the role of 
duress in making what would otherwise be formal cooperation is given, but 
plainly the idea is that actions which would ordinarily be wrongful are 
transformed by the coercive context into acts of a different kind. Thus, for 
example, opening a safe at the request of a burglar is ordinarily theft, but it is 
a quite different act when done to forestall a serious threat. Still, not all duress 
justifies, and not all acts can be justified by coercion. Coercion does not morally 
justify a life of crime or wicked acts such as murder. Moreover, it seems to me 
that there are some forms of cooperation that are material and justified even 
though the cooperation is quite immediately involved and does not involve 
duress, for example, the secretary who types and sends what she knows to be 
a lying message for her boss, simply because that is part of the job. 

Germain Grisez has addressed the question of how to assess the factors 
relevant to determining the legitimacy of material cooperation. He has 
suggested that the traditionally listed factors are morally relevant because they 
indicate the extent to which material cooperation will likely to be unfair to 
others or morally dangerous for oneself ([13], pp. 440-444). The possible 
unfairness to others can be determined by applying the Golden Rule, and the 
danger to oneself by honest reflection on one’s character. This kind of 
assessment remains untidy, but it has the merit of providing a rationale for the 
tradition’s considerations about immediacy, proximateness, scandal and so on, 
which have developed casuistically without an articulated principle. 

The development of fetal tissue transplants is an area in which these ideas 
about cooperation have current application. Oddly enough, however, the 
principles of cooperation do not seem to have been essential in shaping Catholic 
resistance to involvement in this activity. Plainly, the use of fetal tissue from 
aborted fetuses involves significant complicity, at least after the fact, in the 
system of procured abortion. The moral significance of this complicity has been 
debated among Catholic moralists and between them and non-Catholics (see 
[4], pp. 36-37; [1], pp. 61-80). But it is the strength of the antiabortion 
conviction and the moral revulsion at the prospect of complicity in abortion 
which seems to be carrying the weight which theoretically the principles of 
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cooperation should bear. 

The most important discussion of this matter since 1992 is the task force 
repot of The Pope John Cento*, a bioethics think tank closely affiliated with the 
American Bishops [7]. This repot includes a series of papers on the morally 
significant aspects of fetal transplantation. These papers make the Catholic case 
against abortion and discuss in some detail the moral hurdles which a morally 
acceptable system for using fetal tissue must clear. The conclusion is that such 
a morally acceptable system is possible, but only if it restricts the source of 
fetal tissue to that of spontaneously aborted fetuses who are surely dead. This 
conclusion is based on the assumption that the complicity with abortion 
involved in the use of tissue from deliberately aborted fetuses is simply out of 
the question. 

Russell Smith explicitly applies the principles of cooperation to this 
complicity. He argues that the cooperation involved is not formal but material 
because the researcher using the tissue of an aborted fetus would not have to 
intend the abortion. He goes chi to argue that the material cooperation would be 
mediate and contingent but proximate. Mediate because it would not include 
involvement in the abortion itself, contingent because abortion will continue 
without such use of fetal tissue, but proximate because of the close working 
relationship the users of fetal tissue would have to maintain with those doing 
abortions ([30], p. 91). When it comes to assessing these considerations in a 
final, all things considered judgment, Smith puts the emphasis on scandal: 
“Scandal would be more than a public relations problem. It would arise from 
the almost insurmountable impression of being formal cooperation (which in 
some instances it may well be). The value of the lives aborted would be further 
denigrated by making the victims mere instruments of medical progress” ([30], 
p. 91). Smith also notes that there is, as this task force report shows, a morally 
acceptable alternative to this kind of complicity in abortion. So, the moral 
argument in favor using fetal tissue does not support complicity. 

This analysis seems sound, as far as it goes. However, the claim that the 
lives of the aborted are further denigrated is controversial, since the issue 
concerns those already dead. Grisez’s suggestion that we consider moral 
dangers to ourselves and fairness to others seems to help here. The 
proximateness to which Smith refers is an occasion of sin for those who would 
make use of fetal tissue from aborted fetuses. For their dependence on the 
results of abortions will surely tempt them to rejoice or at least wish that 
abortions be done, and maybe even to take some steps to see that abortions 
continue, at least sufficiently to provide the needed tissue. The first possibility 
is a sin of thought; the second formal cooperation in abortion. Moreover, the 
use of the Golden Rule to test the fairness of complicity in abortion seems to 
me better than Smith’s concern about instrumentalizing the aborted fetus. Any 
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fetus who would not be killed except for the legitimacy lent to abortion by this 
use of fetal tissue has a reasonable objection to such a set up. 

The application of the principles of cooperation to various partnerships 
and collaborative arrangements by Catholic health care facilities is even more 
complex and difficult than the case of fetal tissue transplantation. Catholic 
health care facilities are driven, primarily by financial considerations, to become 
affiliated in various ways with health care organizations providing services 
Catholics believe to be wrong, such as abortion, sterilization and euthanasia. 
The American Bishops devote a section of the ERD to this matter, and appear 
to be sympathetic to the situation in which Catholic health care facilities find 
themselves ([25], pp. 459-460). The kinds of cooperation considered in the 
ERD are the joint purchase of technology and services with other bodies, 
joining or co-sponsoring integrated delivery networks or managed care 
organizations for contracting with third party payers, and sponsorship of a 
health plan or HMO ([25], pp. 459-460). After acknowledging the benefits and 
dangers of such cooperative ventures (including the challenge to the identity of 
Catholic facilities), the Bishops state four directives. Two of them indicate the 
need for consultation with proper ecclesiastical authority if the venture raises 
significant moral issues or calls in question the mission of the Catholic facility 
([25], § 67-68). The third directive states that “When a Catholic health care 
institution is participating in a partnership which may be involved in activities 
judged morally wrong by the Church, the Catholic institution should limit its 
involvement in accord with the moral principles governing cooperation” ([25], 
§ 69). The final directive emphasizes the importance of avoiding scandal, for 
example, generating confusion about Catholic moral teaching. The point is that 
the prospect of scandal can disqualify material cooperation otherwise 
permissible. 

These directives appear to assume that joint ventures of the kinds in 
question can be entered without formal cooperation in evil. Of course that is 
clearly possible in cases in which the partnership concerns the purchase of 
technology or some narrowly specified service. But the assumption would be 
generally valid oily if there were a clear criterion to separate what the Catholic 
health care facility chooses and intends from the unwitting help it provides to 
the partner’s wrongdoing. As noted above, the tradition is not very clear about 
what is involved in sharing the bad will of a wrongdoer. When the cooperative 
action is simple behavior, perhaps one’s judgments can be firm even in the 
absence of a general criterion. But here for the most part the actions involved 
are not simple bodily actions but complex actions of institutions, such things 
as making contracts, determining health care policy and so on. The difficulties 
are plain: planning something, sponsoring it, making contracts which include 
its being done, all seem to involve the commitment to do it. If it is wrong, then, 
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so it seems, one formally cooperates in the wrong, and it appears that limiting 
involvement may turn out to be no more than the “directing of intention” which 
has given double effect thinking a bad name. As far as I can see, questions like 
these have not yet been seriously discussed, let alone resolved. Until they are, 
this is uncharted terrain for Catholic moralizing and so any contrary impression 
of this section of the ERD is mistaken. 

III. EUTHANASIA AND WITHHOLDING 
LIFE-EXTENDING TREATMENT 

A. Advance Directives 

Catholic tradition recognizes that competent patients have the fmal say in their 
own health care. Thus, most recent magisterial statements touching on the 
refusal of medical treatment by competent patients accept the authority of these 
persons to refuse even life-sustaining treatment ([4], pp. 30-32; [25], § 28, p. 
456; § 59, p. 459). The attention of Catholic teaching has tended not to be on 
the right to refuse treatment itself, but on its limits, on its apparent endorsement 
of the view that patient desire determines what is right, and on its possible 
exploitation by proponents of euthanasia (see [10], pp. 167-174). 

Similarly, the extension of the right of competent patients to refuse medical 
treatment by way of living wills and durable power of attorney provisions has 
not received much direct attention in official teaching; it has not been rejected 
but hardly embraced or endorsed. This has now changed, at least to the extent 
that bishops are indicating explicitly that the use of advance directives is 
morally acceptable, if the relevant Catholic norms governing these decisions are 
explicitly embraced in the directive. In 1993, the Bishops of Pennsylvania 
issued instructions and a model for making a living will or designating a proxy 
[27], The ERD explicitly states that “Each person may identify in advance a 
representative to make health care decisions as his or her surrogate in the event 
that the person loses the capacity to make health care decisions” ([25], § 25, p. 
455). The directive goes on to state that the surrogate should make decisions in 
accord with Catholic moral principles and the person’s wishes if known, but 
otherwise in accord with the patient’s best interest. 

Germain Grisez goes farther than the Bishops; he has argued that as part 
of the exercise of personal responsibility for their health care, adults should 
consider appointing an agent for health care decisions for future times when 
they cannot decide this matter for themselves ([13], pp. 528-529). The grounds 
for Grisez’s views lie more in his theological account of responsibility for 
health care decisions than in anything the Church has taught specifically about 
this issue. Competent adults have the primary responsibility for their own 
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health care and this grounds their authority in their own health care decisions. 
Extending that authority by way of an advance directive is a reasonable way to 
deal with the prospect that those who would have to decide about one’s 
treatment when one became incompetent, for example, health care professionals 
and family members, may make inappropriate choices. Grisez’s rationale 
suffices to distinguish his position from those who absolutize patient choice or 
make advance directives part of a program for making euthanasia more 
acceptable. Such a rationale is not given in the Bishops’ statements on this 
subject, and so one can continue to be puzzled as to whether there is a ground 
in the Catholic tradition for extending a person’s authority over health care 
decisions to future situations when one is not competent to make decisions (see 
[10], pp. 167-174). 

B. The Controversy over Persistent Vegetative State (PVS) 

The controversy among Catholic moralists concerning the treatment of patients 
in persistent vegetative state continues unresolved ([16],[23]). Jean deBlois et 
al. believe otherwise: they claim that several bishops’ statements show that the 
removal of artificially provided food and nutrition from patients in PVS “is in 
accord with the traditional Catholic teaching” ([9], p. 138). 

This claim ignores both the existence of a straightforward and simple 
traditional argument for the impermissibility of removing food and water from 
these patients ([24], pp. 87-88), and the contrary statements of other bishops 
([4], pp. 26-30). The American Bishops explanation in the ERD makes plain 
that more caution and reserve is required here than deBlois et al. allow. The 
ERD notes that various bishops and groups of bishops have addressed this 
issue. The comment on this includes the following: 

These statements agree that hydration and nutrition are not morally obligatory when they bring 
no comfort to a person who is imminently dying or when they cannot be assimilated by a person’s 
body. The NCCB Committee on Pro-Life Activities Report, in addition, points out the necessary 
distinctions between questions already resolved by the magisterium and those requiring further 
reflection, as for example, the morality of withdrawing medically assisted hydration and nutrition 
from a person who is in the condition recognized by physicians as “the persistent vegetative state” 
([25], pp. 458-459). 

The accompanying directive states that there is a presumption in favor of 
providing food and water to all patients even if this must be medically assisted 
“as long as this is of sufficient benefit to outweigh the burdens to the patient” 
([25], § 59, 450). 

The comment in the ERD strongly suggests that the permissibility of 
withdrawing food and water from those in PVS is unsettled in Catholic 
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teaching. Nevertheless, the directive seems quite restrictive: the burdens 
allowed to count against continuing artificial feeding and hydration are limited 
to those to the patient. Since the patient is unconscious, it is hard to guess what 
these might be. And if there are none, then the minimal benefit of keeping a 
patient alive and thus showing him or her respect and human solidarity seems 
to require continuing treatment. But this seems unreasonable since the co>sts of 
caring for patients in PVS are significant and are appropriately taken into 
account in limiting the kind of care families in differing financial situations 
legitimately provide for their debilitated loved ones ([10], p. 176; [13], pp. 530- 
531; see also [16], p. 86). Even those who believe that these costs are not 
sufficient to justify withdrawing food and water from such dependent persons 
appear to admit their moral relevance ([24], p. 88). 

But the idea that there is some harm to the PVS patient in keeping him or 
her alive by artificially providing food and water remains part of the discussion. 
Edwin Lisson, S.J. suggests that the artificial provision of fond and water to 
patients in PVS might fall into the category of things that are morally 
repugnant. This suggestion is supported by Lisson’s reading of the tradition’s 
understanding of moral impossibility as a ground for refusing medical 
treatment. Lisson seems to be arguing that one’s repugnance from a certain 
health care measure (whether or not it is narrowly medical) is in some cases 
sufficient for that measure’s being morally impossible, and that impossibility 
justifies or excuses refusing the measure. Although the link between repugnance 
and moral impossibility seems tenuous, both conceptually and in the sources 
Lisson uses, he shows that within the tradition repugnance has been used as a 
ground for refusing health care measures, ranging from food and drink of 
various kinds, and relocation to a healthier climate to medical examinations and 
procedures of various kinds ([20], pp. 54-58). 

However, Lisson’s application of the category to patients in PVS is 
questionable. What he finds repugnant in the case of these people is their 
debilitated condition: “If in the present, as in the past, a journey to a distant 
mountain top or foreign land can be ‘morally repugnant’ and thus ‘morally 
inpossible’ for the patient, might it not be equally ‘morally repugnant’ and thus 
‘morally impossible’ for the family to send or to keep a loved one in such a 
‘foreign’ and ‘morally repugnant’ state?” ([20], p. 63). This plainly stretches 
the tradition’s resources: the repugnance it recognizes as playing a role in the 
refusal of health care measures is the repugnance of the one who must undergo 
them and live with their consequences. The idea that families’ repugnance 
might generate moral inpossibility in the way their financial obligations might 
is scarcely believable: the latter but not the former clearly can generate 
obligations which could make continued treatment wrong. Finally, the analogy 
pushes hard in the direction of allowing intentional killing by omission: what 
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is it about stopping food and water that has the good effect of bringing the 
person away from the foreign and morally repugnant state? It would seem to 
be the fact that it ends their debilitated earthly existence. 

If the repugnance of living in PVS can ground a decision to stop providing 
food and water only if death is sought as a means for escaping that kind of 
repugnant life, then the resistance of some bishops and some moralists to 
advance directives which specify that food and water can be withdrawn under 
some circumstance can be understood ([27];[23], pp. 72,75). Grisez has argued 
that one can direct in advance that one not be provided food and water if in PVS 
without anything like a suicidal intent ([13], pp. 528-531; see also [23], p. 72). 
The only repugnance he allows as relevant is repugnance towards the forms of 
treatment involved. He also maintains that the generosity expressed in such a 
decision cannot be presumed by others, so care givers cannot argue 
hypothetically as to what the patient would refuse. Jeremiah McCarthy 
pointedly wonders how Grisez can place so much weight on patient autonomy 
([23], p. 75). This raises again die question of what place considerations 
connected to patient autonomy are grounded within the Catholic moral tradition. 

C. Euthanasia and Physician-Assisted Suicide 

The Catholic position on the morality of euthanasia is well established and 
fixed. There do not seem to have been important refinements or elaborations of 
the basic Catholic position in recent years. One of the very best statements of 
the Catholic moral argument against euthanasia was published by the Linacre 
Centre of London in 1982. Recently, this has been reprinted in a more widely 
circulated edition [19], 

However, increasingly the interest of Catholic bishops and theologians has 
focused less on the moral arguments and more on the public policy issues 
involved with the movement towards a more permissive public posture towards 
euthanasia and physician-assisted suicide. The implications of Catholic moral 
opposition to suicide and euthanasia for the public policy of morally pluralistic 
societies is a practical concern which Catholic teachers and scholars can hardly 
ignore. For concern about public policy and law is an established feature of 
Roman Catholicism’s rejection of sectarian conceptions of morality in favor of 
a natural law view, according to which morality is the common property of 
human beings and their communities. 

Recent Catholic statements about euthanasia, therefore, tend to be 
addressed to government leaders and voters rather than to Catholics as such 
([6], [32]). The concern of these statements, although based on moral 
conviction, is not moralistic but political and legal: the temptations to suicide 
and the moral evil of euthanasia are noted but not the main concern; rather the 
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consequences for social life of accepting these practices are the focus of the 
teaching. 

Catholic positions on suicide and euthanasia are, like Catholic positions cm 
most important moral issues, proposed as rooted not only in Revelation but in 
the natural law. So the Catholic arguments against them are taken to be 
understandable and rationally persuasive to any rational person. Moreover, 
although the Catholic tradition does not suppose that one can argue straight- 
forwardly from the immorality of some kind of action to its legal prohibition, 
in the cases at hand the inference is hard to escape. Respect for human life is 
too closely connected to the foundations of decent community for killing to be 
only a matter of private morality [6];[19], pp. 45-46, pp. 51-58). 

The conviction that the natural law underlies Catholic moral positions, 
including those about legislation and public policy, does not seem to function 
significantly in the Catholic contributions to the public debate about physician- 
assisted suicide and euthanasia. Catholic teachers reasonably wish to persuade 
those who do not accept the theistic context of most natural law reasoning. John 
Harvey and Edmund Pellegrino state the difficulty well: 

Euthanasia and assisted suicide are morally wrong because, as the Judeo-Christian ethic teaches, 
human beings are creatures of God and have only stewardship, not dominion, over life. But in 
our pluralistic society, which seems to lack consensus on religion, on communal responsibility, 
and on common values, one cannot argue against mercy killing and assisted suicide on theological 
grounds ([14], p. 38; cf. [32], p. 34). 

Presumably, “theological grounds” is being understood widely to cover the 
broad areas in which consensus is lacking. On what grounds, then, can 
Catholics argue against permissive public policy on euthanasia and assisted 
suicide? These grounds can sensibly be called “conservative” because they 
appeal to traditional practice, custom and law ([33];[14], p. 39), and to dangers 
of abuse and “slippery slopes” ([6], p. 396). 

Conservative legal argumentation no doubt has its proper role in a system 
based on precedent. But as arguments meant to have persuasive force in public 
debate, appeals to traditional medical practice, social custom, and legal 
precedent are sure to be question begging against those who believe that these 
very customs and practices are harmful to dying patients. The obviousness of 
this logical difficulty must put in doubt the effectiveness of such arguments in 
persuading the undecided. Predictions of dire consequences arising from more 
permissive policies concerning assisted suicide and euthanasia are similarly 
indecisive. The immediate rejoinder is not readily answered: if there are 
dangers, then they should be dealt with by appropriate social mechanisms. 

It seems, therefore, that Catholic teachers and scholars would be no less 
effective in the public debates about assisted suicide and euthanasia if they 
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sought to develop and expand the natural law arguments against killing than by 
continuing their present strategy. Joining the other opponents of these practices 
in arguing from tradition and from the prospect of bad social consequences fails 
to develop Catholic thought in a crucial area and fails to persuade. 

Daniel Sulmasy, O.F.M. is an exception to this rule. He has sketched out 
an argument, based on the conception of human dignity found in the Scriptural 
view of human beings, but defended by a philosophical critique of modem, 
secular conceptions of dignity ([32], pp. 27-30). Sulmasy’s approach will not 
likely lead to consensus. But it does anchor the concerns of many Catholic 
teachers, moralists and physicians in a conceptual framework rooted in the 
Catholic tradition capable of analytical elaboration. Thus, concern for the 
vulnerable whose lives will be put at risk by permissive policies on assisted 
suicide and euthanasia ([6], p. 396;[14], p. 39) can be understood not simply 
as a technical problem to be avoided by good legal draftsmanship, but as a 
matter of fairness based on respect for the dignity of these vulnerable persons. 
Moreover, this approach might persuade some people. For if Catholic talk 
about natural law is based on real conviction, Catholics should expect that the 
moral truth knowable to all will be recognized and acknowledged by some. 

IV. THE BEGINNINGS OF HUMAN LIFE 

The Catholic position on the beginning of human life is firmly established and 
well known. The core of that position is captured by the idea of the sanctity of 
all human life from conception to death ([25], p. 457). The application of the 
idea of the sanctity of life to the unborn has two parts: the proscription of 
intentional killing of innocent humans and the classification of the unborn as 
innocent humans from the moment of conception. 

Both these elements in the Catholic position on abortion and related issues 
are controversial and some Catholic have disputed each. The truth of the 
absolutist understanding of the prohibition against killing has been debated 
within the ongoing Catholic controversy about moral norms. Moreover, the 
application of the prohibition to sane ambiguous cases necessarily involves the 
controversies about double effect noted above (see [25], §§ 45-50, pp. 457- 
458). However, the focus of Catholic debate and analysis concerning the 
beginning of human life is on when human, personal life begins. In particular, 
the significance of the biological development of the human individual from 
conception to implantation is the focus of attention ([7], pp. 33-60;[15], pp. 1- 
84; [31]). The assumption behind this focusing of the Catholic discussion is 
that developing human life is personal when there is a living human individual. 
If there is a human individual from conception, then the presumption of 
Catholic teaching is strengthened that a human person should be regarded as 
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existing from conception (see [25], § 45, p. 457;[31], p. 127). If not, that 
presumption is weakened and perhaps defeated. 

Lisa Sowle Cahill has usefully surveyed much of the recent discussion. The 
literature which she summarizes does not suggest that this issue is any closer 
to being resolved than it was several years ago ([4], pp. 19-23). She ends with 
an important reflection on the state of the debate. She notes with approval 
Anthony Fisher’s observation that the line between fact and interpretation in the 
debates about the conditions for biological individuality is not objective but is 
drawn as a function of the interests of parties to the dispute. Sowle Cahill 
agrees with this rejection of “naive objectivism” and then wonders how, 
recognizing this epistemological reality, public policy can be developed? Her 
suggestion is that consensus be sought on the basis of what she calls a 
“common moral sense”. This sense is a variation on the idea, expressed in the 
traditional Catholic notion of the jus gentium, that prior to the theoretical 
analysis of professional moralists and independent of the specific moral 
commitments of communities, there is a basis for agreement on moral matters 
sufficient for people to cooperate and interact with one another. That basis can 
lead to consensus through the kind of discussions conducted in national 
commissions ([31], pp. 140-142). 

Plainly, Sowle Cahill thinks that moral analysis needs to be sufficiently 
practical to contribute to a consensus sufficient for dealing with urgent practical 
matters. Other more deontologjcally minded moralists will disagree; some think 
that the compromises required for the needed consensus are not moralists’ work 
but politicians’, and that moralists serve society best when they stick to the 
inherently controversial business of getting at the moral truth of the matter as 
best they can. The results of that work can indicate when the project of reaching 
consensus has compromised moral principle. 

No doubt these differing conceptions of the role of the moralist have not 
been clearly distinguished in Catholic life, perhaps because of the quasi-legal 
function played by moralists within the pastoral system of the Roman Catholic 
Church. But helping pastors in the care of souls is very different from letting 
a secular consensus settle moral questions. Thus, it seems to me that the 
Catholic response to Fisher’s concern about distinguishing fact and 
interpretation in determining when an individual comes to be is to enter that 
very technical debate with the care it requires and with an appropriate 
anticipation of the conclusiveness of its outcome. It seems to me that the 
bleakness of the prospects of a rationally based agreement here do not weaken 
but strengthen the presumption in favor of treating all as humans from 
conception onwards. 
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ECCLESIOLOGY AND ETHICS: 

AN LDS RESPONSE 

I. INTRODUCTION 

An awakening of moral consciousness regarding the ethical implications of 
medicine and science has characterized the Latter-day Saint (LDS) church 
during the preceding biennium. The ecclesiastical leadership was conferred in 
June 1994 upon Howard W. Hunter, through a process of apostolic succession, 
following the death of the late President Ezra Taft Benson. In his short ministry 
thus far. Hunter has emphasized an ethic of compassion and love and the 
renewal of worship through rituals in LDS temples. While this change in 
leadership does not hold out the prospects of direct influence on LDS medical 
ethics, there has emerged in various settings a new ecclesiastical focus on 
collective, rather than personal, political witness on matters of life and death. 
Moreover, the ecclesiastical context is central to two recent studies that offer 
the most comprehensive scholarship to date on medical ethics in the LDS 
community. This essay will begin with a brief overview of the relation between 
ecclesiology and ethics in the Latter-day Saint chinch to better situate the 
significance of these recent developments. 

II. ECCLESIOLOGY AND ETHICS: 

HISTORICAL OVERVIEW 

One of the most notable features of LDS teaching is that it has failed to 
generate a constructive social ethic, let alone a substantive ethic for medicine. 
The roots of this omission must be sought in the development of the LDS 
Church in the early 19th century. In this embryonic period the LDS 
ecclesiological identity assumed a rigid church-world dualism. This “Christ- 
against-culture” ecclesiology was given scriptural sanction in a dichotomy 
between “Zion” (the church composed of the “pure in heart”) and “Babylon” 
(a symbol of cultural evil). It issued in a critique of conventional social 
standards, particularly regarding the ethics of familial relationships and of 
libertarian capitalism, and supported the establishment of alternative social 
practices, such as plural marriage and a communitarian economic model. The 
absence of a constructive ethic for society also can be attributed to an 
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eschatological sword of Damocles: The end of the world was perceived as 
imminent, “even at the doors”, and adherents of the fledgling faith were 
instructed to “flee Babylon” for the “holy places” of Zion. Human society was 
understood to be in its death throes before the divine judge, so a constructive 
social ethic would have been beside the theological point. A pronounced 
imperative in the LDS community on evangelization, moreover, concentrated 
cm personal conversion, not social reform. 

The countercultural critique of early Mormonism also extended to matters 
of health and medicine. In particular, LDS scripture and practice endorsed the 
use of herbalism and natural remedies for disease and portrayed resort to 
medical practice as a symbol of a lack of religious faith. “No doubt but cases 
may occur, where medical operations [setting of broken bones, amputation of 
limbs, tooth extraction] may be requisite; but generally speaking Tierbs and 
mild food,' with good nursing, [are] better for the patient's person and pocket, 
than all the nostrums of materia medica” ([2], pp. 90-91). This critique of 
professionalized medical practice has certainly abated in contemporary LDS 
culture, and as I shall delineate later, so much so that critics have argued that 
the LDS church is now too quick to give its ecclesiastical blessing to 
technological medicine and abandon its moral authority to the medical 
profession. Nonetheless, the herbalistic and botanic medicine strain continues 
to persist among many LDS adherents. 

The LDS ecclesiological identity underwent a gradual transformation in the 
late 19th and into the 20th century as the LDS church began selectively to 
assimilate “American” cultural values in its own teachings, and as American 
society itself generally became more pluralistic. In particular, the renunciation 
of plural marriage as a practice, a strong witness on monogamy, and the 
Mormonization of the Protestant work ethic, including its emphasis on 
accumulation of capital as a sign of divine grace, served as catalysts for this 
new integrationist ecclesiology. Concomitant with the development of medical 
therapies, medicine was portrayed not as betrayal of religious faith, but rather 
as a divine gift that should be used in conjunction with rituals such as prayer, 
anointing, and faith healing. However, this transformed ecclesiology did little 
to articulate a constructive social or medical ethics, but instead tended to adopt 
the prevailing cultural and medical ethos. LDS ecclesiastical leaders refused to 
participate in the generalization of expertise, preferring to acknowledge the 
ethical integrity of the medical profession and accept the general authority of 
medical professionals in patient care decisions. This would change only when 
the ethos of medicine tended to infringe cm matters of life and death, over which 
the LDS church claimed teaching authority. 

Indeed, in many respects LDS theology and ecclesiology has continued to 
work to inhibit the developmentoof a substantive medical ethic. This can be 
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attributed to several ecclesiastical themes: 

1) Prophetic moral authority: Latter-day Saints characteristically rely on 
the prophetic words of ecclesiastical leaders and of LDS scripture for moral 
authority, believing that these endorsed sources provide definitive answers to 
many, if not most, of the medical ethical questions that plague other religious 
traditions. One consequence of this thane is that personal moral responsibility 
for difficult choices is deferred to ecclesiastical leadership, thus relieving the 
individual conscience of moral perplexity. The moral life is essentially 
simplified to conflicts of moral weakness or acrasia rather than moral 
dilemmas or quandaries. Those problems that constitute genuine moral 
dilemmas pertain to the domains of life-and-death situations (for example, 
abortion, euthanasia), and those are the province of ecclesiastical teaching 
authority. 

2) Faith and Reason: The early Mormon church (Zion)-world (Babylon) 
dichotomy also lent itself to a sharp division between the wisdom of faith and 
the foolishness of rationality that persists in contemporary practice. Faced with 
an apparent conflict, LDS adherents rely on intuition and “occasionalism”, the 
inspiration of the divine command requested through a prayerful petition for 
guidance. While this is an important resource of moral wisdom within the 
religious community, it clearly is inadequate as a basis for a social or medical 
ethic that is rooted in the values of secular rationality. 

Indeed, reason is theologically suspect within the LDS community. As one 
influential ecclesiastical leader has remarked, “the major reason for the world's 
trouble's today is that men seek to solve their problems in their own wisdom” 
[15]. The teaching authorities attribute a two-fold problem to reliance on a 
reason-based ethic. The first is that rational ethics eventually culminates in an 
ethos of autonomous relativism, as “reason” is cited for any of a number of 
diverse and conflicting moral positions. Moral closure or “problem solving” 
becomes nearly impossible to attain by reason alone, since “rationality” invokes 
such different moral contexts and traditions. 

A second basis for ecclesiastical suspicion of rational ethics is that reason 
necessarily imposes a limited moral horizon on “problem-perception”. Because 
of the finitude and fallibility of human rationality, reason may not fully 
illuminate important factual or value considerations in a decision, or various 
stakeholders, or the alternatives that do not involve moral compromise. In short, 
rationality presumes a closed moral universe, whereas the wisdom of faith 
affirms an open moral universe in which “problems” are best contextually 
situated and understood. This context is perhaps best displayed by identifying 
a third important ecclesiological theme. 

3) Providential control: LDS teaching suggests it is unnecessary to generate 
a substantive ethic for society and medicine, and may even be misguided to do 
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so, because of an ultimate divine direction to, and intervention in, the historical 
process. Thus, some apparent dilemmas in medical ethics, for example, the 
unfairness of the genetic lottery, or the birth of impaired newborns, will be 
resolved through providential design. Within this open moral universe, the 
greater evils in life are revealed not as genetic impairments or the “tragedy” of 
a child's death, for even disability, suffering, and death are deemed to possess 
some purposiveness in the divine plan, but rather as the moral myopia of 
rationality; the limit of secular rational ethics is precisely its constricted moral 
vision that does not allow for an openness to the “miraculous”, or a sense of 
meaning to the tragic. 

There are certainly risks to this kind of stance to the moral world of 
medicine. The assumption that in the end God will make everything turn out 
right can encourage complacency and neglect towards pressing present 
problems. Not surprisingly, for example, LDS teaching has had very little to say 
about health care reform prospects, or the inequities embedded in the situation 
of the medically indigent person. Moreover, the stance of providential control 
can be a prescription for some form of convoluted fatalism: in some situations, 
such as with life-extending technologies, the will of God may seem conditioned 
by the current status and availability of the technology. 

4) Eschatological ethics : Not unlike the early Christian church, the LDS 
Church has been confronted with the problem of articulating an “interim ethic” 
until the anticipated second coming of Christ. This millennial return will usher 
in the utopia of the peaceable kingdom, and at that time, in LDS eschatology, 
illness and impairment will be healed, unfairness and inequity rectified, and 
body and mind unified. This eschatological vision thus tends to see a 
preoccupation with present social and medical ills as misdirected, as treating 
symptoms at best, and ignoring the ultimate causes of estrangement from self, 
others, nature, and God. 

Thus, the ecclesiastical ethic for the “interim” has largely been constituted 
by two characteristics. First, an evangelical imperative of spiritual regeneration 
of the individual has clearly received priority over the construction of a 
substantive ethic for society or social institutions such as medicine. This 
mandate for conversion may have the indirect influence of social reform, 
because the body of believers are portrayed as a witness against and a 
restraining force on cultural moral excesses. Yet, in the face of eschatological 
judgment, the evangelical imperative can at times simply convey callousness 
towards social and health needs of other persons. As one ecclesiastical leader 
has observed, “the contrast between the church and the world will be 
increasingly marked in the future, which contrast, we hope, will cause the 
church to be more attractive to those in the world who desire to live according 
to God's plan” [1]. LDS eschatology, then, foresees inevitable deterioration in 
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the world's state of affairs, to the point that safe sanctuary will be found only 
in religious faith. The religious community can restrain, but not reverse, this 
moral regression. 

A second characteristic of the interim ethic has involved an affirmation that 
the source of social cohesion resides in the sacredness and integrity of the 
family. Contemporary LDS teaching has been quick to appropriate the ethos of 
“family values” in its most conservative varieties, including assertion of the 
primacy of the nuclear family (despite the fact only 25% of the faith's 9 million 
adherents are members of such families), as well as opposition to single 
parenting and to homosexuality. Thus, the salvation of society in what are 
understood to be the world's “last days” is attributed to a conjunction of 
individual conversion and familial integrity, rather than a concentration on 
directed social reform. 

With these ecclesiological marks as background, I wish to sketch three 
prominent developments in recent LDS medical ethics that may require some 
reconfiguration of this identity. The first development concerns collective 
activism on the issue of physician-assisted suicide. As this is a life-and-death 
issue, it is not surprising that LDS teaching authorities have promulgated their 
views on the question; what has been distinctive is a call for concerted, 
congregational participation in the debate. This movement reflects at least in 
part a concern and responsibility for outcomes of social policy. I shall then 
discuss a major publication on medical ethics by an LDS physician, which 
suggests that science and reason are complementary, rather than antagonistic, 
to faith in the process of ethical decision-making. Finally, I shall examine 
scholarly critiques of the Mormon response to new biomedical technology. 
These critiques in effect claim that the evangelical imperative central to LDS 
ecclesiastical identity may also be furthered through innovative medical 
technology. One conclusion derived from this view is an ethic that is largely 
uncritical of biomedical advances. The delay in fulfillment of the eschatological 
promise has thereby permitted the flourishing of a scientific dystopia. 

III. PHYSICIAN-ASSISTED SUICIDE: 

A CALL TO ACTION 

The LDS position on euthanasia and on suicide have been delineated in 
previous essays in this forum [3], but bear brief explication here. Euthanasia, 
which is defined as the deliberate putting to death of a person suffering from 
incurable disease, is absolutely proscribed as a violation of divine 
commandments. The evaluation of suicide has evolved to a more complex 
position. The act of suicide is deemed morally wrong on the grounds that it 
involves self-killing, and thus contravenes the injunction against killing. 
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However, judgment of the actor in a suicide is considered beyond the realm of 
human knowledge and a matter for divine determination. It would, however, be 
mistaken to refer to the person who commits suicide as a moral “agent”, for the 
presumption of the tradition is that the person is acting irrationally, under 
duress, and involuntarily. The LDS tradition cannot thereby morally 
accommodate a concept of “rational” suicide. 

Conceptually and ecclesiastically, these positions were put to the test in 
1994. The occasion was an initiative cm physician-assisted suicide in the state 
of Oregon, where the LDS Church is the second largest denomination. Formally 
titled the “Death with Dignity Act”, Oregon Ballot Measure 16 proposed that 
physicians be permitted to write prescriptions for terminally ill patients to end 
their lives with immunity from legal prosecution. Patient and physician were to 
undergo an involved informed consent process prior to the writing of the 
prescription; the actual consumption of the prescription would nonetheless be 
up to the discretion of the patient. The Death with Dignity Act was approved 
by voters in November 1994, making Oregon the first jurisdiction in the world 
to give legal sanction to physician assistance in suicide. However, subsequent 
court challenges about the constitutionality of the Act (focusing on freedom of 
religion, due process, and equal protection) have led to a temporary legal 
injunction and a delay in its implementation. 

Conceptually, the Death with Dignity Act posed some significant 
perplexities for LDS medical ethics. The Act clearly prohibited euthanasia 
(unlike recent initiatives in Washington and California, where there are also 
large LDS communities). Thus, the tradition's position on euthanasia seemed 
inapplicable. However, the informed consent process just as clearly presumed 
that the terminally ill person who requested medication from a physician was 
in fact making a rational choice to end his or her life. A person who requested 
lethal medication would then fall afoul of the prohibitions against suicide. 

The scrutiny of the Death with Dignity Act also necessarily encompassed the 
ethics of health care professionals, including not only the prescribing physician, 
but also other consulting physicians, pharmacists, nurses, home health aides, 
and others that might attend the death of the person who sought suicide. While 
LDS teaching by and large has left professional ethics up to members of the 
individual professions, on certain matters of life-and-death professionals can 
be held be ecclesiastically liable for their participation in actions that eventuate 
in death. The most prominent example of professional complicity emerges in 
teaching on abortion, where ecclesiastical policy affirms that “Church members 
who encourage, perform or submit to an abortion are subject to Church 
discipline as appropriate” ( General Handbook of Instructions , 1989a; my 
emphasis). Since under the Death with Dignity Act, some level of professional, 
participation was required as part of the procedural “safeguards” against abuse. 
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the question for LDS medical ethics was whether professionals might be held 
morally responsible for participation in physician assisted suicide in the same 
way they are with regards to abortion. 

In informal surveys done prior to the November election, LDS members 
voiced the strongest opposition to the Death with Dignity Act of any organized 
public body, including other religious denominations such as the Roman 
Catholic Church. This raised, however, a third question for LDS medical ethics: 
should the LDS position on the Act apply only to members of the religious 
community, or should sane effort be made to engage in the polemical political 
debate? Due to the parameters of ecclesiological identity outlined above, the 
LDS Church throughout much of the era of contemporary bioethics has adopted 
stances of “neutrality” on matters voted on by citizens or considered by state 
legislatures or deliberated on by policy commissions. Even on abortion, where 
the ecclesiastical moral teaching is distinctively explicit and direct, as recently 
as 1991 the ecclesiastical leadership proclaimed with respect to public policy 
that “The Church of Jesus Christ of Latter-day Saints as an institution has not 
favored or opposed specific legislative proposals ... concerning abortion” ([4], 
1992, p. 53). Rather the conventional ecclesiastical appeal has been that 
“citizens” should be informed and make wise decisions in the policy arena 
according to the “dictates of conscience”. 

It was thus a break from this traditional position of ecclesiastical neutrality 
cm public policy when, in September 1994, the Oregon Public Affairs Council 
of the LDS Church distributed a letter to ecclesiastical leaders throughout the 
state on the Death with Dignity Act, with a request that it be read in all 
congregational meetings, and that special meetings be organized to discuss the 
Act. The statement read in part: 

The Church's Public Affairs Council for Oregon ... is opposing Ballot Measure 16 allowing 
physician-assisted suicide. ... We urge the Church membership to vote accordingly. As always, 
we encourage Church members everywhere to study all of the ballot measures and the positions 
of the candidates and to vote. 

The position taken by the Council on [this] ballot measure [is] consistent with both the 
doctrines of the church and the official positions taken by the Church. 

Ballot Measure 16 is contrary to the Lord's direction in this dispensation when he declared: 
“Thou shalt love thy neighbor as thyself. Thou shalt not ... kill, nor do anything like unto it.” D 
& C 59:6 

The Lord has made it clear that the shedding of innocent blood denies one the blessings of 
exaltation. D & C 132:19-27. 

In the General Handbook of Instructions the Leaders of the Church have said regarding 
euthanasia: 'A person who participates in euthanasia — deliberately putting to death a person 
suffering from incurable conditions or diseases — violates the commandments of God.' 

Please thank the members of the Church for their efforts to have their voices heard by civic 
leaders, for their civic service and for their influence for good within their communities and 
among their neighbors” [14]. 




40 



COURTNEY S. CAMPBELL 



The substantive position opposing the Death with Dignity Act clearly 
attempted to weave together strands of LDS moral teaching on different issues 
to develop a coherent statement about physician-assisted suicide. This method 
of moral integration was not, however, entirely successful. 

The scriptural basis cited as grounds for opposition to Measure 16 is 
precisely the same basis for ecclesiastical opposition to abortion. The key 
phrasing is “do not kill, or anything like unto it”. Since there is no statement in 
LDS scripture that speaks directly to the act of abortion, abortion has been 
understood as “like unto”, though not the moral equivalent of, killing, and 
therefore proscribed. This hermeneutical approach was simply appropriated to 
the proposed law for physician-assisted suicide. 

Despite the efforts of proponents to distance the Death with Dignity Act 
from the language of “killing”, there should be little disagreement that suicide 
is (me form of killing. To describe it otherwise is to rely on euphemisms and to 
engage in moral evasion. Thus, the problem with which the Act confronts LDS 
medical ethics is not whether or not assisted suicide falls under the category of 
killing. Rather, the problem is instead that the moral proscription on killing is 
not absolute within LDS teaching, and more particularly, it is not absolute even 
on the scriptural hermeneutic that is applied to abortion. LDS teaching 
recognizes three justified exceptions to the prohibition of abortion: (a) a threat 
to the health or life of the mother; (b) pregnancy from rape or incest; (c) genetic 
abnormality that ensures only shot survival time for a neonate. It can be argued 
that the normative ethical principles that support these exceptions might also 
apply to the debate on physician-assisted suicide. For example, a 
compassionate concern for the welfare of the primary patient (exceptions a and 
b) could, and has been, used to support cases of physician-assisted suicide. A 
loving interest in avoiding undue suffering for another (exception c) can also 
support physician-assisted suicide. 

While LDS moral teaching would not morally legitimate autonomy or self- 
determination with respect to either abortion or physician-assisted suicide, the 
underlying principles of love and compassion might permit exceptions to a 
general prohibition of assistance in suicide, just as they do with respect to 
abortion. A first dilemma LDS medical ethics has encountered with respect to 
the Death with Dignity Act, that, is that it has tried to graft a position statement 
on assisted suicide onto a selective interpretation of the position on abortion. 
To maintain theological integrity, LDS medical ethics needs to develop an 
individuated and direct statement on physician-assisted suicide. 

Similar problems afflict the second scriptural hermeneutic cited by the 
Public Affairs Council, the prohibition of “shedding innocent blood”. The 
shedding of innocent blood, which is the scriptural term for “murder”, is indeed 
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a grave sin in LDS theology; it is the second most serious form of wrongdoing 
a person can commit, and the ecclesiastical sanction is comparable to the idea 
of “mortal sin” in Roman Catholicism. The hermeneutical difficulty, however, 
is that the prohibition presumes two adversarial agents, the murderer and the 
unconsenting victim. It seems mistaken to invoke this relational paradigm in the 
case of physician-assisted suicide, in which a physician (or other professional) 
is facilitating the wishes of a consenting patient. It is important to note that this 
hermeneutical perspective does, correctly on my view, attribute moral 
responsibility for the act not only to the patient but also to the professional 
caregivers. However, it is a serious distortion of the relational context to place 
the physician, for example, in the role of murderer engaged in the shedding of 
innocent blood. 

The third ground for opposition to the Death with Dignity Act appeals to 
ecclesiastical policy on euthanasia. However, this seems an irrelevant argument, 
since euthanasia is itself prohibited under the Act. At the very least, the 
underlying principles or commandments that support the prohibition on 
euthanasia could be articulated to illustrate how they also apply to the kinds of 
practices contemplated under the Death with Dignity Act. 

This analysis does not lead to the conclusion that the Death with Dignity 
Act, or physician-assisted suicide in general, should be looked upon with moral 
approbation by the LDS community. There are several moral, professional, and 
policy reasons that support opposition to this unprecedented practice in 
medicine. Nonetheless, the analysis does indicate that physician-assisted suicide 
is a category of act that seems to have fallen through the cracks of LDS 
theological and medical ethics. One important challenge for ecclesiastical 
leaders and the lay community is to develop a more substantive and compelling 
rationale for opposition, so that the conclusion of opposition follows from 
theological and ethical preferences, rather than from hermeneutical leaps and 
irrelevant arguments. 

IV. ECCLESIOLOGY AND HUMAN SEXUALITY 

Despite voter approval of the Death with Dignity Act, the involvement of the 
LDS Church in the political debate, including the attempt by the Public Affairs 
Council to provide a definitive position for LDS citizens, does reflect an 
innovative ecclesiological activism on social policy. Its most visible expression 
occurred when ecclesiastical leaders famed the “Choose the Right Association” 
(CTR) in July 1994, and entered into affiliation with the Coalition for 
Compassionate Care, a political action committee that coordinated opposition 
to Measure 16, and which was principally sponsored by the Oregon Catholic 
Conference. The LDS -Roman Catholic alliance was itself very unique, but one 




42 



COURTNEY S. CAMPBELL 



very substantial difference distinguished the two denominations with respect to 
their approaches to physician-assisted suicide. Roman Catholic parishioners 
statewide were asked to contribute to the Coalition for Compassionate Care, 
and national Catholic organizations, such as the Knights of Columbus and the 
National Conference of Catholic Bishops also provided significant financial 
support. LDS ecclesiastical policy, however, forbids donations from lay 
members to be used for political purposes; they may be used to support such 
things as construction of new churches (tithing), social welfare needs (fast 
offering), or evangelization (missionary fund), but unless special authorization 
is received from the three presiding ecclesiastical officials of the LDS Church 
(collectively, “The First Presidency”), such funds cannot be used to advance 
social causes in the policy and political arena. Thus, the burden of financing 
opposition to the Death with Dignity Act fell almost entirely (Hi the shoulders 
of the Oregon Catholic Conference; members of the LDS Church could, as with 
any other citizen, donate individually, but not collectively as an organized body 
affiliated with the Church. 

The formation of the CTR is an unprecedented collaborative effort of 
political witness and activism in LDS ecclesiology. The premise of CTR is that 
“traditional moral standards of our society have been eroded and are constantly 
declining. More and more, these issues are confronted in the political 
arena — nationally, statewide, and locally. Choose the Right has been formed by 
... members of the Church of Jesus Christ of Latter-day Saints to foster integrity 
and morality through political action” [5], Although CTR indicates it is not 
sponsored by the Church of Jesus Christ of Latter-day Saints, it invokes 
statements about the civic responsibility of LDS citizens from the prophetic 
leaders of the LDS Church to support the assertion that “[tjoday's men and 
women of integrity have an inherent obligation to take a stand on moral issues 
being decided in the political arena”. In recent months, the primary focus of 
CTR activities has been on revision of sex education curricula and opposition 
to pornography and obscenity, which although they are not usually understood 
as “bioethical” issues, certainly could be owing to their well-documented 
implications for public health. 

This emerging presence of LDS political witness on moral issues does imply 
a reconfiguration of ecclesiological identity, and precisely for that reason, the 
formation of CTR has opened some controversy within LDS religious 
communities [16], It is controversial in part because it represents a departure 
from the LDS tradition of individual civic responsibility for social policy 
issues. There are, moreover, value-laden issues embedded in CTR that have and 
will create continued controversy. Here, I wish to present three: 

First, within the LDS community, “choose the right” has a particular 
theological meaning, namely, “right” choices as determined by biblical 
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standards, prophetic statements, and ecclesiastical guidelines. However, within 
the political setting, “choose the right” will convey to other citizens, lacking this 
religious background, an advocacy for conservative rather than liberal (i.e., 
“left”) causes. Thus, the very name CTR involves an equivocation over the 
word “right”, and will undoubtedly suggest to many that choosing the moral 
right is equivalent to choosing the political and/or religious right. 

Second, although portrayed as the collective conscience of “like-minded 
citizens”, CTR nonetheless has deep roots in LDS ecclesiological organization. 
In particular, “CTR” refers to classes in biblical and doctrinal teaching for 
children ages seven to nine by their more theologically informed elders. This 
ecclesiological embeddedness entails that the CTR Association presumes a 
model of vertical or hierarchical moral pedagogy, rather than a horizontal or 
communal witness. 

Third, the content of “integrity” and “morality” are not defined by the CTR 
Association. If “integrity” involves an appeal for honesty among public 
officials and greater public accountability, then it will likely not be 
controversial, as such appeals are common across the national electorate. Since 
that is the case, however, it is unclear why a new association comprised of LDS 
members would be necessary to convey that message of integrity. A similar 
problem besets the emphasis on “morality” and “high moral standards” by 
CTR. Within LDS discourse the language of “morality” does not refer to the 
whole of moral life, but rather to those issues and practices concerned with 
human sexuality. In this respect, the attention CTR has given to “family 
values”, especially matters of sex education, chastity and pre-marital abstinence 
from sexual activity, and pornography, follows very strictly the attenuated view 
of “morality” presumed in LDS discourse. On these issues, of course, the high 
standards of integrity and morality are likely to come into deep conflict with 
other views and social standards. 

An indication of the content of “morality” within CTR may come from two 
very recent letters issued by the three presiding ecclesiastical officials of the 
LDS Church. In late 1991, the First Presidency issued a “Letter on Standards 
of Morality and Fidelity” which reads in part as follows: 

We call upon members to renew their commitment to live the Lord's standard of moral 
conduct. Parents should teach their children the sacred nature of procreative powers and instill 
in them a desire to be chaste in thought and deed. A correct understanding of the divinely 
appointed roles of men and women will fortify all against sinful practices. 

The Lord's law of moral conduct is abstinence outside of lawful marriage and fidelity within 
marriage. Sexual relations are proper only between husband and wife appropriately expressed 
within the bonds of marriage. Any other sexual contact, including fornication, adultery, and 
homosexual and lesbian behavior, is sinful. Those who persist in such practices or who influence 
others to do so are subject to Church discipline [10]. 




44 



COURTNEY S. CAMPBELL 



Here morality is ecclesiastically defined as having to do with proper sexual 
expression. It is of course one thing to identify and promote such standards of 
morality within a religious community, and quite another to engage in activism 
and witness in the political setting for all persons, as is the intent of CTR 
Certainly, religious communities have a stake in the cultural expression of 
human sexuality and a right in a pluralistic, democratic society to articulate 
their views in public forums. However, a witness in the public forum will 
require more than conclusions generated by scriptural citations; a theology of 
sexuality that advances beyond rhetorical salutations to “family values” needs 
to be articulated within the LDS community that appeals to a non-believing 
public audience if the political witness is to have any significant impact. 

The sacredness of the family provides the basis for a further connection 
between morality and human sexuality in a letter on ‘Same Gender Marriages’ 
issued in February 1994 by the First Presidency: 

The principles of the gospel and the sacred responsibilities given us require that The Church 
of Jesus Christ of Latter-day Saints oppose any efforts to give legal authorization to marriages 
between persons of the same gender. ... The sacred family setting, with father and mother and 
children firmly committed to each other and to righteous living, offers the best hope for avoiding 
many of the ills that afflict society. We encourage members to appeal to legislators, judges, and 
other government officials to preserve the purposes and sanctity of marriage between a man and 
a woman, and to reject all efforts to give legal authorization or other official approval or support 
to marriages between persons of the same gender [11]. 

These two letters will certainly provide the theological background for the 
notion of morality as interpreted by CTR The LDS moral witness to the society 
and to the state will address various matters surrounding human sexuality. 
While this does present a strikingly narrow view of a “moral” issues within 
LDS ecclesiology (and correlatively, a very expansive notion of a “religious” 
issue that should be constitutionally protected), it is important to point out that 
the LDS community has a much broader view of the concept of “health” than 
is typically found in contemporary bioethics. For example, die preceding letter 
refers to family stability as a safeguard against social “ills”, that is, the 
language of health and medicine. While it is important to resist the 
medicalization of society and cultural practices in general, part of the emerging 
LDS witness to the bioethics community, let alone the political community, is 
that morality must be grounded in fundamental social practices and patterns 
rather than in discrete choices of individuals. Hard cases make for bad ethics 
and bad law. 
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V. BEGINNING A MORAL TRADITION 

Fortunately for an emergent political witness that lacks ethical grounding, a 
substantive scholarly resource was published in 1993 on LDS medical ethics. 
Lester E. Bush, Jr., an LDS physician, authored Health and Medicine Among 
the Latter-day Saints as part of the Health and Medicine series from the Park 
Ridge Center [2], The distinctiveness of LDS approaches to the common 
themes of the series — well-being, sexuality, morality, dignity, madness, healing, 
caring, suffering, and death — is conveyed in the very title of the text. Bush 
focuses on these health and medicine themes “among” Latter-day Saints, and 
his book is the only one of the numerous volumes in the series that lacks the 
term “tradition” (e.g., Anglican, Islamic, etc.) in the title. At least two 
implications follow from this: The first is a hermeneutical principle that health 
practices are embodied in the lives of a people and community, and it is these 
practices that give shape to the enunciation of theological principle. In short, 
LDS history reveals numerous instances of “grassroots” or “bottom-up” 
medical ethics, rather than “trickle-down” or hierarchical ethics. The second 
implication is a rather damning indictment that Latter-day Saints have not 
developed any tradition of sustained, theologically informed ethical discourse 
on the basic health and medicine themes. The development of the CTR 
Association is one current illustration of both of these implications. 

Bush's substantive narrative begins at the ending, that is, with a descriptive 
account of LDS attitudes about death and dying. He relies on fascinating 
historical material that serves well to illuminate his central thesis that Latter- 
day Saints have dealt with the “problem of death” through ritual. These rituals 
all serve to bring the community a measure of control over the silence that is 
death. Moreover, the full life to which Latter-day Saints aspire requires an 
awareness of the fragility of mortality, and LDS practices and rituals 
surrounding death heighten the intensity of this awareness. 

What Bush fails to develop, however, is the place of these rituals in the face 
of the ongoing medicalization of (tying and death. Given this ritualistic context, 
and the theological background it presumes, Latter-day Saints will (and do) 
experience moral perplexity when confronting technologically imposed end-of- 
life choices about for-going life-sustaining treatment. One view common in 
LDS discourse, ecclesiastical and lay, is that a person dies at their divinely 
appointed time. However, in the context of modem medical technology this 
amounts to claiming that the will of God is conditioned by the current status of 
medical technology: persons who several years ago would have died from their 
condition may now be kept alive for a prolonged period. Such a position seems 
theologically and ethically indefensible. 

One ritual that does persist over time is the “practice of blessing those with 
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a terminal illness that they will be released from their suffering” ([27, p. 37]). 
How this “release” is to occur is not explicated. Is it to occur by death? by 
compassionate care? by continued medical treatment? Unfortunately, then 
Bush's discussion of the death and dying issues of bioethics — forgoing 
treatment, suicide, euthanasia — is unduly attenuated. One concern that has 
become of increasing importance for many LDS families is “choosing the right” 
regarding life-prolonging medical technology. As Bush observes, current 
ecclesiastical teaching holds that there is no obligation to use “unreasonable” 
means to prolong life when death seems inevitable. But a formal definition of 
“unreasonable” has yet to be offered. Would unreasonable means encompass 
permission to withdraw or refuse feeding tubes, ventilators, antibiotics, etc ? On 
such matters what seems unreasonable is to expect family members and other 
decisionmakers just to muddle through with faith, hope and love. That is, some 
tradition of ethical reflection can provide important balance and correction to 
ad hoc practices based on theological occasionalism and inspiration. 

These same conceptual ambiguities, internal inconsistencies, and frustrating 
silences are present on most of the issues of current interest in medical ethics. 
As noted above, the moral teaching authority of the LDS Church has been 
largely confined to issues of “morality” narrowly construed, and within that 
realm, largely to questions of life-and-death. Yet, Bush's historical overview of 
the health and medicine themes leads him to articulate a provocative model for 
the evolution of LDS teaching on medical ethics. This model is developed 
through six themes: 

1) Ecclesiastical silence : Bush contends that the LDS Church “often 
chooses not to express itself on issues with obvious ethical or theological 
overtones. This is especially true when the issues are extraordinarily complex 
and when important scientific questions remain unanswered” ([2], p. 202). For 
example, a set of issues surrounding genetic research, manipulation, and 
engineering have never been authoritatively addressed by ecclesiastical leaders, 
despite their theological and ethical complexity. One might attribute this 
ecclesiastical caution to the embryonic stage of much of the scientific research 
on genetics. 

2) Private and personalized guidance : A second phase in LDS teaching 
occurs when an ecclesiastical comment is issued; characteristically, “the initial 
guidance is given privately, in response to questions from those most directly 
involved” ([2], p. 202). Families, physicians, and other decision makers may 
receive personalized instructions for their particular situation, which is not to 
be mistaken for the authoritative stance for the LDS community as a whole. 
However, as the scientific questions and social controversies evolve, private 
guidance may become the basis for subsequent public and formal statements. 

3) Reactive ethics : Inevitably, this method places the LDS Church in a 
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posture of reacting to developments in science and medicine, rather than pro- 
active moral proclamations. Indeed, formal public statements cm medical ethics 
often appear both late in the societal debate and following the “independent 
judgments” reached by individual lay members and local ecclesiastical leaders. 
This has been the case. Bush observes, with respect to such issues as 
contraception, artificial insemination, and in vitro fertilization. In sum, the LDS 
ecclesiological identity seems flexible enough to accommodate some ethical 
diversity, pluralism in positions, and a willingness to allow private situations 
to be ethical laboratories for more general ecclesiastic standpoints. 

4) Social conformity. When public statements of ecclesiastical positions are 
issued, moreover, they are “invariably ... in the direction of greater conformity 
to the general medical and social consensus on the subject” ([2], p. 202). To a 
significant degree, then, the LDS Church is willing to confer moral authority on 
the judgments of the medical profession and/or public and social policy on 
questions of medical ethics. One difficulty with this approach, of course, is that 
medical ethics presents the kind of issues that seldom produce complete 
consensus. The medical community, for example, has certainly engaged in re- 
examination of its moral foundations and ethos in the face of discussion of 
physician involvement in suicide or euthanasia. Moreover, social consensus is 
itself subject to change and evolution over time. Thus, on this method, it would 
seem difficult to establish unconditional or timeless moral absolutes for LDS 
medical ethics, and indeed some ecclesiastical guidance is time-bound and 
discarded in the face of new scientific discoveries or social settings. 
Nonetheless, the ecclesiastical trend has been to recognize the realms of 
professional or policy life as domains constituted by their own moral logic and 
integrity, rather than as autonomous and amoral spheres. 

At the same time, the evolution in ecclesiastical teaching also confers 
significant moral authority to the private realm of the religious life, and the 
carefully-considered and prayerful choices of moral agents. That is, the LDS 
Church often does not pose itself as a moral intermediary between decision- 
makers and God. As Bush notes, formal ecclesiastical guidance for birth 
control, sterilization, artificial insemination, in vitro fertilization, abortion, 
organ transplants, and prolonging life — which constitute the majority of 
medical ethics issues for which there is any guidance — are accompanied by a 
phrase that recognizes the moral integrity of personal choice: “This is a 
personal matter that ultimately must be left to the individual” ([2], p. 203). 
Thus, LDS ecclesiastical teaching addresses a fairly small portion of those 
issues conventionally associated with bioethics, a conclusion which is in fact 
consistent with the community's narrow definition of “morality” that we 
discussed above. 

5) Accountability : Bush contends that in this evolution of ecclesiastical 
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teaching, the embedded ethical concern that motivated any formal guidance 
eventually emerges. This embedded ethic will stress central LDS tenets, such 
as the sacredness of the family, the unacceptability of decisions based on 
“selfish” reasons (choices to terminate pregnancy are often placed in this 
classification), and most centrally, a moral dialectic between agency and 
accountability. LDS teaching, despite its stress on free agency being an 
“eternal” principle, does not equate agency with the bioethical principle of 
autonomy. Rather, a person's freedom to choose must be set in a context of 
answerability for those choices, in particular that “an ultimate accounting 
remains for everything done in mortality”. 

6) Modification and Revelation : The discovery of new knowledge may lead 
to a modification of the core belief-structure itself. Yet, this does not pose as 
significant a problem to the authority of LDS teaching as might otherwise 
appear. For one of the thirteen “Articles of Faith” that is the definitive 
summation of LDS theology reads: “We believe all that God has revealed, all 
that he does now reveal, and we believe that he will yet reveal many great and 
important things pertaining to the kingdom of God” ([14], p. 60). This article 
of ongoing “revelation” allows LDS theological and moral teaching to do an 
instantaneous about-face given new knowledge and new circumstances within 
which that knowledge is enacted or applied. While this moral reversal is really 
more a theoretical possibility than a practical probability, it has been invoked 
even in teachings regarding health, such as the “word of wisdom” that 
proscribes alcohol, tobacco, coffee, and tea for LDS adherents. 

At times this reversal may be more gradual than immediate. Bush's 
extraordinarily rich historical treatment of the theme of “healing” in the LDS 
community requires one to ask, How is it that a nineteenth-century community 
with a scriptural mandate to use faith healing and herbalism in response to 
health crises could transform itself into such a supportive context for late 
twentieth-century experimental technology, such as the artificial heart, without 
compromise of its identity and integrity? For some cultural observers, the 
artificial heart experiment of the early 1980s represents a disturbing trend 
towards the medicalization of LDS ecclesiology and culture as a whole. 

VI. MEDICALIZINGMORMONISM 

As is well known in medical ethics chronology, the first experiment with an 
artificial heart in human beings occurred in December 1982 at the University 
of Utah Medical Center. Dr. William DeVries, a Latter-day Saint, performed 
the surgical procedure on Barney Clark, a dentist with heart disease, chronic 
obstructive pulmonary disease, and emphysema, and also a Latter-day Saint. 
Clark lived until March 1983, when he died of multiple-organ failure. This 
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experiment, and the subsequent failures with the artificial heart, is a threshold 
of sols for medical ethics because it offers one of the few illustrations of when 
an innovative technology has been tried, had very poor results, and then been 
largely abandoned as a viable medical (and ethical) project. 

hi their recent book Spare Parts: Organ Replacement in American Society, 
medical sociologists Renee Fox and Judith Swazey attribute a significant 
influence to LDS culture in providing a social context of support for the 
artificial heart experiment. Fox and Swazey observe that in American society 
there has historically been a deep ambivalence, if not outright tension, between 
pastoral and spiritual values and scientific and technological values ([6], p. 
159). Yet, this tension collapses in the case of the artificial heart because of 
Mormonism's pioneering ethos, which leads the community to embrace ground- 
breaking technology and medical heroes as moral saints. In this way the 
prophetic critique present in early Mormonism of medical practices is simply 
eclipsed by the bright prospects of progress through technological miracles. 

Indeed, LDS culture seems to permeate all aspects of the artificial heart 
experiment: “Mormonism influenced the heart team's values, vocabulary, and 
imagery; the team's conception of itself and its purpose; its organization; and 
the relationships it established with colleagues, its 'special patient' Barney Clark 
and his family, the medical center's IRB, the media, and with the American 
public” ([6], p. 163). Even when the geographic locale of the experiments 
moves from Utah to the Humana Institute and Louisville, Kentucky, its spiritual 
cento - remains rooted in Mormonism, Fox and Swazey maintain, as embodied 
in Dr. DeVries, who assumed an “evangelical relationship” to the artificial 
heart. Through biomedical science an ethos of unlimited progress that is central 
to LDS theology could be pursued during the present interim and not postponed 
to the arrival of the eschatological millennium. 

The pursuit of the artificial heart within an LDS context also coheres with 
theological understandings of an ultimate harmony between religion and 
science, for God is the source of “truth” discerned either by religious revelation 
or scientific method. Thus, Fox and Swazey cite the words of an LDS 
ecclesiastical leader at the eulogy for Barney Clark: “True scientific research is 
but the carefully ordered expression of that mortal drive and hunger and quest 
to know more of what God knows” ([6], p. 164). Unquestionably, this offers 
an ecclesiastical blessing to modem science, its progressive ideology, and its 
quest for knowledge. Research on the artificial heart is apparently but one 
manifestation of this quest for the divine that is mediated by science. 

Finally, the 20th century exploration of the frontiers of biology and medicine 
expressed in the artificial heart experiments drew upon a powerful cluster of 
religious symbols pertinent to the LDS community. This biomedical journey 
into the biological unknown reflected the same kind of pioneering optimism. 
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innovativeness, and mastery of nature that animated the journey of the early 
Mormon pioneers into the geographical wilderness of what at the time was part 
of Mexico in the mid- 1 800s. hi this respect Fox and Swazey suggest that “the 
trail-blazing significance of the artificial heart project” simply carried over into 
the medical realm the values embedded in the “manifest destiny” of early white 
settlers of die West. Both ventures “called for robust optimism and strenuous, 
faithful effort to master and control the environment and the obstacles it 
presented” ([6], p. 164). 

Fox and Swazey have perceptively opened to sociological scrutiny some of 
the value assumptions in LDS ecclesiology and theology that seem to sustain 
a markedly uncritical embrace of the revolution in the biomedical sciences and 
technology. The biomedical revolution asserts its own kind of manifest destiny 
over nature through its central ideologies of progress, an unlimited quest for 
knowledge, and mastery of the unexplored or unknown. One important 
illustration of the moral carte blanche given to experimental science in LDS 
teaching is that there is no current ecclesiastical statement regarding the moral 
standards applicable to research with human beings. In 1974 the ecclesiastical 
leadership did acknowledge the need for such standards in the following 
statement: 

The Church recognizes the need for carefully conducted and controlled experimentation to 
substantiate die efficacy of medicines and procedures. We believe, however, that the free agency 
of the individual must be protected by informed consent and that a qualified group of peers 
should review all research to ascertain that it is needed, is appropriately designed, and not harmful 
to the person involved ([9], 1974). 

Subsequent to this time frame, of course, most of these procedural and 
substantive criteria were incorporated into the organization of Institutional 
Review Boards at hospitals and teaching medical centers. Thus, the 
ecclesiastical leadership might consider the ethical issues in human 
experimentation “settled” from the standpoint of ecclesiastical guidance; when 
an IRB, such as the one at the University of Utah, fails to do an adequate job 
with respect to informed consent, protocol design, and protection of research 
subjects, then the appropriate recourse for the victim of science is to the 
medical community or the state, not the Church. Currently, the statement of 
ecclesiastical teaching that comes closest to the experimental setting is, 
“Members should not use medical or health practices that are ethically or 
legally questionable” [8]. However, there are no specified standards that enable 
a person to determine whether a health practice is ethically problematic or not; 
the ecclesiastical teaching at this point defers moral authority not to social 
standards, but to the standards internal to the medical professional community. 
A professional community or review panel imbued with visions of unlimited 
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medical progress might well be less restrictive with regards to informed 
consent, beneficence, and justice, than other communities. 

Thus, although the artificial heart experiments occurred over a decade ago, 
it is not clear that the LDS Church has fully learned the moral lesson that some 
persons may “consent” to unethical research. And as innovative research 
techniques, particularly in the realm of genetics, loom on the medical horizon, 
it would seem imperative fa* the ecclesiastical leadership to lode more carefully 
at the ethical issues in human research and offer a policy statement on those 
issues. 

Notwithstanding the insights Fox and Swazey offer regarding the harmony 
of the LDS worldview with biomedical science, their interpretation of the LDS 
influence on the artificial heart experiments is not without important flaws. One 
mistake is methodological. It is important to the authors' general thesis about 
the artificial heart research that it represents some distinctive (and disturbing) 
American value, that Mormonism be situated within an “American” social 
ethos. To substantiate this claim, they rely heavily on an earlier sociological 
study of Mormonism by Thomas O'Dea, The Mormons, published in 1957, in 
which Mormonism is cited as the “most American of religions” [12]. The 
methodological problem is that O'Dea was interpreting a rather small, 
homogenous religious community (under one million persons) that was 
geographically confined to the American west (and indeed, as indicated above, 
originally to the Mexican northwest). The religious community that Fox and 
Swazey claim to be uncoding in the mid-1980s, however, is quite different. It 
is a large and international religious movement of nearly nine million persons 
that has become very heterogenous in composition; indeed, more adherents of 
the LDS faith live outside the United States than are U S. citizens. This 
internationalization of the faith has resulted in both doctrinal changes and 
respect for values of cultural diversity. The authors simply omit these socio- 
religious developments in claiming that the “exaggeratedly American qualities 
of the moral and existential outlook of Mormonism” made the artificial heart 
experiments possible, for the LDS community is becoming less and less 
“American” by the day. While contemporary Mormonism does not affirm the 
19th-century “Christ-against-culture” ecclesiological identity, it certainly does 
not assume the assimilationist and homogenized “Christ-of-culture” identity 
that is portrayed by Fox and Swazey. 

It must also be noted that the ecclesiastical blessing given to technology is 
qualified and conditional, rather than the unconditioned embrace of a 
progressive ideology. The LDS church has, for example, been extremely critical 
of aspects of communication technologies. With respect to biomedical 
technology, the ecclesiastical leader (Neal A. Maxwell) who portrayed science 
research as a rightful manifestation of the human quest to obtain divine 
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knowledge, praised not all science, as the authors imply, but rather “true 
science”. The authors, unfortunately, do not engage in sociological scrutiny of 
the meaning of “true” and “truth” within the LDS community. Had they done 
so, they would have discovered that the community has very substantive 
epistemological and ethical criteria for such language, criteria that permit 
differentiation between appropriate and inappropriate use of technology and 
science research. 

One of the clearest examples of the mistaken sociological interpretation of 
Fox and Swazey on the concept of “truth” has to do with their treatment of the 
term “intelligence”. The authors cite LDS maxims that “the glory of God is 
intelligence” to illustrate that the faith community has appropriated the 
American and scientific reliance on “rational knowledge” to uncover the 
mysteries of human existence. Yet, as I have argued above, the LDS theological 
tradition is quite antagonistic to the pursuit of knowledge solely by rational and 
scientific methodologies. In fact, “intelligence” within the LDS community 
refers to spiritual “light and truth” obtained through divine revelation. That 
form of “intelligence” is understood to consist of “eternal” truth, rather than the 
limited and changeable knowledge oliscovered via the scientific method. Thus, 
on several key issues, the authors misinterpret LDS meolical ethics regaroling 
science and biomedical technology because of mistaken understandings of LDS 
ecclesiology. Clearly, any substantive account of LDS meolical ethics must 
situate LDS moral teaching within its formative ecclesiological context. 

Program for Ethics, Science, and the Environment 
Department of Philosophy, Oregon State University 
Corvallis, Oregon 
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HINDU DEVELOPMENTS IN BIOETHICS 
I. INTRODUCTION 



The contemporary trend in ethical writing is to concentrate on issues, especially 
when the subject is bioethics. The present emphasis attempts to correct the 
earlier preoccupation of traditional textbooks with theoretical analysis to the 
exclusion of practical issues. 

Hindu bioethics demands that we do equal justice to both theoretical and 
practical ethics, juxtaposing the discussion to demonstrate the bases on which 
theoretical principles can be applied toward the solution of practical problems. 

In keeping with this demand, we shall discuss such practical topics as 
abortion, suicide, maternal-fetal conflicts, care of severely disabled newborns, 
equitable access to health care, decisions to withhold or withdraw life- 
sustaining treatment, active euthanasia, sexuality and health, the human life 
cycle, and death and dying. At the same time, we shall attempt to explore the 
theoretical questions raised. These questions naturally arise from the 
philosophical assumptions of Hinduism. In the fmal analysis, Hindu 
presuppositions in regard to the constitution of the person and his environment 
provide the analytical bases for the principled approach to doing bioethics. 

II. THEORETICAL ASSUMPTIONS 
A. The Chopra Diagnosis 

In the past two years Deepak Chopra, M.D., has performed the Herculean task 
of introducing the ancient Indian healing art of Ayurveda (“knowledge of life”) 
to Western medicine, and indeed to the Western world. The catalyst for this 
undertaking came from the Indian spiritual teacher Maharishi Mahesh Yogi, 
who was intent cm reviving this system of Hindu therapeutics for the benefit of 
Americans and other westerners. When Chopra first met the Maharishi in 1985, 
he had a successful practice in endocrinology and was a prominent Boston 
physician. 

Chopra points out that in Ayurvedic theory, “consciousness is primary, 
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matter is secondary” ([9], p. 26). He argues that whereas Western medical 
scholarship sees consciousness as an epiphenomenon, in the Indian view, 
consciousness conceives, creates, governs and becomes physical matter. 
Ayurveda holds that we are thoughts that have somehow learned to create a 
body, the complete opposite of the Newtonian model which sees the human 
being as a machine that has somehow managed to learn how to think. 

The materialistic assumption of Western medicine, according to Chopra, 
makes us tend to see our bodies as frozen sculptures, when in truth they are 
more like rivers, constantly changing, flowing patterns of intelligence ([2], pp. 
11-12). The maintenance of the human organism is accomplished through 
impulses of intelligence such as thoughts, which express themselves as 
chemical molecules in the brain and body. 

Chopra has written extensively on new discoveries pertaining to the nervous 
system, and shows how Ayurvedic philosophy can integrate these findings. 
With studies of the immune system, the circulatory system, and other bodily 
processes. Positive thoughts and emotions can produce health within the 
organism, whereas negative states can inhibit the immune system in its response 
to diseases such as cancer. 

In the final analysis, Chopra distinguishes between the Western medical 
approach to disease and its cure, as coming from the outside, and the Indian 
approach which looks for cause and cure on the inside. Consequently, the 
modus operandi of Western medicine is to intervene through the use of surgery, 
high-tech remedies, and potent drugs, whereas the Indian approach relies on 
vitalizing the body’s own natural healing response, preventive medicine, 
nutrition, stress management, and a healthy life style. 

Deepak Chopra’s latest book. Ageless Body, Timeless Mind (1993), has 
followed in quick succession his other national best sellers, Perfect Health and 
Quantum Healing. While no attempt is made by the author to extract the 
bioethical implications of the diverse medical concepts he presents from the 
Hindu tradition, nonetheless he has explained medical constructs in terms of 
their philosophical assumptions, and has thereby given us a rational blueprint 
of ethical principles amenable to practical application. In short, Chopra 
contextualizes human biology within Hindu metaphysics, and thereby makes it 
possible for us to derive a system of ethical principles that can be applied to 
practical cases. 



B. Self As Body 

Among the distinctly philosophical works which investigate the relationships 
between self and body in the Hindu tradition, two essays stand out in Self As 
Body in Asian Theory and Practice [7], The first essay, “Human Embodiment: 
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Indian Perspectives”, by John M. Roller, states that although the Indian 
philosophical tradition reveals multiple views of the human body, there are two 
features they all have in common. 

The first is the perspective that the human body is a living process that 
integrates complex mental and physical states. The body is not an entity to 
which a mind is attached, but is in fact a body-mind. It is a karmic process, 
continuously changing, having no beginning, and constituted by change that is 
never completed. The process is in interaction with other processes in an 
ever-widening sphere that extends ultimately to the whole world, linking each 
person to other persons and beings in a web of interconnections that extends to 
all times and places. Indeed, what we think of as individual persons or beings 
are viewed within the tradition as junctures within the karmic network, 
analogous to the knots in a fishnet ([8], p. 5). 

Secondly, the Indian tradition regards the body-mind complex as the vehicle 
of a transcendent Self that is independent of its embodied state, but which is 
held fast to it by the karmic bonds of ignorance and passion. “This bondage, 
which constitutes the ground for suffering, can be terminated only by liberating 
the Self from the body-mind. This means that the Indian tradition draws an 
ontological line between the body-mind, which has both physical and mental 
characteristics, and the Self, which transcends both the physical and the mental” 
([8], pp. 46-47). Thus, whereas Western philosophy distinguishes between the 
mind and the body, regarding them as exclusive entities, Hindu philosophy 
integrates the two, “seeing the body as conscious and consciousness as bodily 
activity” ([8],p. 47). 

Both points of Roller’s investigation into Hindu notions of embodiment 
offer significant philosophical underpinnings for the construction of ethical 
principles. 

The second essay is Gerald J. Larson’s “Ayurveda and the Hindu Philo- 
sophical Systems”. Larson contends that it is important to investigate the 
conceptual framework of traditional South Asian medicine, because it is 
essential for modem researchers to understand the indigenous conceptual 
systems by which millions live, and because Westerners can stand to benefit by 
the insights and practices of Hindu medicine [10], 

Understanding and appropriation are therefore two salient factors for the 
study of Hindu medicine, the latter being especially relevant at a time when we 
are discovering that our modem notions of health care and the treatment of 
diseases require serious overhaul in the areas of value orientation and 
conceptualization. “What is of importance in traditional [South Asian] 
medicine.. .is a way of valuing and a way of conceptualizing ‘disease’ and 
‘illness’ that is interestingly different from our own and that is not at all 
incompatible with the rigorous precision of modem scientific methodology 
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([10], P- 104). 

Larson concludes his essay by isolating three aspects of Ayurvedic medicine 
which can be productively pursued in Western medicine. They are: 

1. Ayurvedic theory...calls into serious question our conventional modem notions of the 
individual person and our modem notions of isolating a sick patient....For Ayurvedic... the 
“individual” is really “dividual”... that is to say, the “individual” is a kind of fictional construct, a 
heuristic residue, as it were. What is more basic or important is the “dividual” transactional 
environment within which culture occurs, and notions of “health” and “disease” come to have 
much richer connotations and implications in such a transactional, “dividual” conceptualization. 
The exchange of food, the larger social reality, and the notion of a regulated homeostasis within 
and outside of the body come to have greater importance. Health care, or health delivery, is no 
longer an ad hoc response to acute disease...but becomes a much broader conceptualization that 
encompasses the totality of the life of a culture. 

2. Ayurvedic theory interprets the “dividual” transactional modalities of the life of culture in 
terms of a “reductive materialism” in which our conventional notions of the polarity or duality 
of mind/body, subjective/objective are no longer relevant. Ayurvedic stresses not only what we 
would call psychosomatic medicine, but even more than that, what might be called a 
“sociobiological” medicine. 

3. Finally Ayurvedic theory poses the possibility of a “holistic” medicine that encompasses more 
than one life. That is to say, Ayurveda assumes that we are much more than a genetic heritage 
of father and mother. We possess in addition psychic components that may reach back over many 
lives and may be projected many lives hence ([10], pp. 1 16-1 17). 

The time constraints of the Yearbook do not permit us reference to an 
earlier wok. Health and Medicine in the Hindu Tradition by Prakash N. Desai 
[5], but because it is a virtual treasury of Hindu theoretical notions with direct 
bearing on medical practice, attention must be drawn to its discussions of 
Samsara, “The Self’, “The Body”, “Sexuality”, “Karma, Death, and Madness”. 
These concepts represent the building blocks from which bioethics is made. 

III. PRACTICAL ISSUES 

Hindu ethics has functioned predominantly on the theoretical level, partly 
because of the soteriological nature of the philosophic texts on which morality 
is based, and partly because the technological developments in medicine which 
have given rise to ethical dilemmas have largely takes place in the more affluent 
West. A host of cultural considerations also serve to explain the present state 
of virtual silence in the area of philosophic writings on practical medical ethics. 

My work in medical ethics has arisen out of my professorial experience. 
Students are most interested in the discussion of practical medical decisions 
because the questions they raise are bound to confront each individual in later 
life. Indeed, it is a legitimate task of philosophy to shed light on matters of 
personal and social concern. One hazard in these engrossing discussions is that 
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they leave little room for the theoretical questions present in the issues. This 
absence also typifies the state of textbooks dealing with ethical issues. They are 
long on practical matters, but short on theoretical analysis. This situation is 
almost the complete opposite of the status of Hindu philosophic writing on the 
morality of practical medical decision making. 

Dilemmas of Life and Death, Hindu Ethics in a North American Context 
is the present author’s attempt to rectify the imbalance noted above, with the 
intent to do equal justice to both theoretical and practical ethics [3]. The 
following extracts from a review by Arvind Sharma give objectivity to our 
consideration of this work. Sharma states, 

Hindu ethics, or rather the supposed lack of it in Hinduism, has been a straw target at which 
hardly any Western or West-oriented scholar has failed to take a few shots. The present book is 
a welcome departure from such ritual stoning in the academy. It is more. It is a remarkably 
sophisticated application of Hindu ethics to issues which are currently in the forefront of moral 
consciousness and conscience-abortion, suicide, euthanasia and environment ([12], p. 10). 

A. Abortion 

Following an inquiry into the classical texts, the book finds the medical manual 
of Caraka Samhita allied with the earlier tradition in pronouncing abortion as 
morally evil. This judgment is made on the philosophic assumption that spirit 
is present in matter from conception and is the causal agent in its development. 
Moreover, the moral character of the person is also established in conception 
by means of the carryover of karma in the process of rebirth. “Together, the 
spiritual and moral constituents of the individual make for the production of a 
person through a continuous process that is developmental but not disjunctive” 
([3], p. 30). This process renders it futile to discriminate between varying 
degrees of human potentiality signified by such categories as “ensoulment” and 
“viability”. The emergent life is a complex blending of human and 
physical-biological existence. The upshot of the position of the Hindu medical 
texts <xi embryological development is that at no time within embryonic growth 
does there exist a condition of pure matter that would morally justify the 
termination of nascent life. 

Hindu philosophy is in agreement with the pro-life view in American society 
through its stance affirming the spiritual creation of new-born life, which is 
seen as investing it with inviolable dignity and sanctity. It only breaks ranks 
with those Roman Catholics and Protestant Fundamentalists who insist that the 
right to life of the fetus is absolute. 

In place of absolute rights, Hinduism advocates addressing competing rights and values. Ethical 
dilemmas arise in cases of rape and incest and when the mother runs the risk of grave injury or 
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death. Each situation is unique, with its own moral tragedy. The best we can do in such situations 
is evil, but then it boils down to a question of degree ([3], p. 31). 

In a situation when maternal life is in jeopardy, Hindu ethics ascribes to it 
a greater value than fetal life. The rationale for this choice is that the adult 
human being is already a vital part of a social network of relationships and 
responsibilities, and that she has arrived at a karmic state where there is more 
at stake for her spiritual destiny, as compared with her unborn child. 

The Susruta Samhita authorizes abortion in critical cases where the fetus 
is irreparably damaged or defective. Rather than waiting for nature to take its 
course, the fetus must be surgically removed. 

In all such tragic situations which necessitate the destruction of the fetus, 
Hinduism calls for the exercise of daya or compassion. The terms of the 
Medical Termination of Pregnancy Act of 1971, protecting the pregnant woman 
against grave injury to her physical or mental health, and preventing the birth 
of a child who would be seriously handicapped because of physical or mental 
abnormalities, can be viewed as a legislative articulation of daya. 

B. “Boy-Girl Test " 

Through a convoluted ethic, daya is invoked to hallow professional greed and 
public prejudice by means of amniocentesis or ultrasound. Both of these 
procedures have the medical intent of detecting congenital deformities, but they 
are employed widely for the purpose of determining the sex of the unborn child. 
In the case where the test indicates that the fetus is female, chances are that the 
family will request the attending physician to perform an abortion. The 
situation reflects an ancient prejudice against females. The medical practice that 
caters to these demands is now a growth industry. Physicians who profit from 
this gay business rationalize their complicity on the plea of daya. “It is better 
to abort a female fetus than to subject an unwanted child to a life of suffering. 
People are willing to keep producing children until they get a son. Is it not better 
to let than have a choice so that they don’t have six daughters before they have 
a son? The test, in fact, is helping the population control program of the 
governments” ([3], p. 13). 

This logic is clearly specious and has no foundation in Hindu medical ethics. 
Caraka Samhita is a rich repositoy of professional codes applying to the 
training, duties and privileges of the physician. It recognizes the legitimate 
needs of the doctor for wealth and fame, but it balances these ambitions with 
obligations to patients and to society. Caraka states: “When you join the 
medical profession and wish success in work, earnings of wealth, fame..., you 
should always think of the welfare of all living beings.... You should make effort 
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to provide health to the patients by all means” ([1], VIII. 13, in vol. l,p. 354). 
The patients who are singled out for special care are females. Women must not 
be violated. The very thought of a young woman having to endure the pain of 
abortion with her only solace being the sparing of her unborn daughter the 
wrath of an angry family, would be utterly and unequivocally abhorrent to the 
medical codes of ancient India” ([3], p. 35). 

C. Suicide 

Hindu philosophy condemns suicide when it is a voluntary act that is chosen for 
self-regarding motives. Such killing of oneself is evil because it is the product 
of ignorance and passion, and initiates karmic consequences which bode ill for 
the soul’s liberation from the round of rebirths. As such, it is forbidden by the 
scriptures as a major sin, the moral equivalent of killing another person. It is 
deemed so heinous that even its contemplation in thought is tantamount to a 
major evil. Those who aid and abet the suicide are deserving of punishment. 

At the same time, “Hinduism permits selective recourse to suicide when it 
is religiously motivated” ([3], p. 68). The practice of religious suicide in India 
has a very respectable antiquity. The ideal has always been of the enlightened 
person who has renounced all and now lives in the forest. The normal path for 
the hermit is to live an ascetical life, and without desiring death or the wish to 
go on, he should live free of all desires till death arrives in its own time. 
However, in the event that disability, age, or disease should impede the hermit’s 
spiritual progress, a final choice may be made in favor of the spirit over the 
body. “The whole of Hindu discipline is an exercise in progressive renunciation, 
and continuous with that, suicide is the supreme act of renunciation. For the 
sage, it is the death of death” ([3], p. 71). 

Extrapolating from the above ideal, what does Hindu ethics have to say on 
the “right to die”? Simply stated, life is viewed as a hierarchy of four values 
(purus arthas), three representing the needs of one’s empirical nature ( artha , 
kama, dharma), and the fourth representing spiritual values which mark the 
individual’s highest end ( moksa ). When the physical and mental bases of life 
are irreversibly impaired, and are detrimental to the life of the spirit, “a rational, 
autonomous individual, eager to hold on to what makes one truly human, has 
the right and duty to determine the rest of the course of his or her earthly 
journey” ([3], p. 76). 

Thus Hinduism affirms the cardinal principle of the sanctity of life, but it 
is not absolutist in its ethical reasoning, allowing for the “right to suicide on the 
basis of rational choice and personal autonomy” ([3], p. 76). 
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D. Suicide Prevention 

Hinduism’s position on suicide prevention respects the principle of autonomy, 
affirming the right to commit suicide because the exercise of free choice is 
recognized as the mark of human dignity. At the same time, because of its 
strong social orientation, Hinduism acknowledges the principle of human worth, 
affirming the obligation of the state to intervene when persons do harm to 
themselves. 

As a result, Hinduism considers it justifiable to take preventive action in the 
case of nonautonomous suicides, such as young people who are ignorant and 
immature and who are driven to self-destruction by addiction to drugs and 
chemicals. However, Hinduism opposes paternalism, especially when it 
obstructs the carrying out of personal choices which affect one’s spiritual 
destiny. Concerned parties may intervene to investigate the circumstances, and 
to offer help where it is needed. “But beyond dissuasion and remonstrating with 
the individual, there should be no efforts to coerce or control. Instead, there is 
the respectful acceptance of an individual’s wish for a peaceful and ennobling 
death, having renounced all earthly attachment and all desires, including desires 
for the avoidance of suffering and the hope for happiness in some future 
existence” ([3], p. 78). 



E. Euthanasia 

1. Active Voluntary Euthanasia 

The Hindu approach to active voluntary euthanasia must be distinguished, on 
the one hand, from that of the pro-lifers who condemn mercy killing on the 
grounds of the sanctity of life, and on the other hand, from the movement 
toward physician-assisted suicide for patients with terminal illness, on the 
grounds of the quality of life. Hinduism’s unitive philosophy gives it a prima 
facie bias on the side of preserving life under all conditions, and therefore it 
condemns acts destructive of life. Yet, Hindu ethics allows for flexibility in 
respect to individual intentions, motives, and situations. 

The case for euthanasia in Hinduism follows from its acceptance of suicide, 
in terms of the principles of autonomy and rational choice, when in the pursuit 
of spiritual goals. Hindu saints who resorted to suicide on religious grounds 
often did so with the assistance of friends and family who helped them end their 
lives by drowning, immolation, and poisoning, among other means. 

On the basis of ancient Hindu practice, a moral argument can be made for 
active voluntary euthanasia in Hindu ethics because there is no moral 
distinction between that practice and assisted suicide. 
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The only difference between assisted suicide and active voluntary euthanasia is that in the case 
of the latter the decisive deed is performed by another. On the level of intention, attitude and 
outcome, both forms of participation are virtually the same. In a modem setting, there appears to 
be no real difference between someone putting a lethal pill in die mouth of a quadriplegic, and 
that person performing that final physical act himself, had he the capacity and wish to doso. In 
principle, assisted suicide as practiced by the ancient Indians and active euthanasia are only 
instrumentally different, but are one in terms of ends and consequences ([3], pp. 108-109). 

There are four main arguments which support the morality of active 
voluntary euthanasia in Hindu ethics. 

The first is the argument from the meaning of death. Attitudes toward death 
ultimately determine how we view euthanasia. Hinduism has a specific meaning 
for “a good death”. Death is not the opposite of life but the opposite of birth. 
Lives are viewed as many, an understanding which diminishes the tragedy of 
death in Hinduism. Rebirths in this world are regulated by the law of karma, a 
process which is only brought to an end through enlightenment. Within this 
process, what is tragic is not death, but premature death which robs one of the 
opportunity to gain release from the cycle of rebirths. When one can live to 
maturity, real concern is for the quality of life, and not for the inevitability of 
death. Quality applies especially to the end of life’s journey. A “good death”, 
then, is one that is spiritually motivated. To ensure such a death, Hindu ethics 
permits the purposive shortening of life when pain and disease impede 
self-control. 

The second argument for active voluntary euthanasia is from the meaning 
of life. Hinduism finds the highest meaning of life at the end of a long path of 
renunciation. This stage is achieved following earlier stages of full participation 
in the world. Once the truth is realized that only the Soul {Atman) is real - all 
else is bom to die - detachment from the world is seen as the only way of living 
this truth. At this stage of life, the goal is not to be good, but only to be — to 
abide within one’s essential self. 

The bearing of this meaning of life on the question of euthanasia is 
threefold. First, physical suffering can drive a person to wish to end his life, but 
of greater moment is that existential suffering which keeps one bound to the 
wheel of rebirth. “Yet physical suffering can impede the self-possession that 
makes deliverance from the cycle of rebirths possible. Intractable pain destroys 
self-control and disintegrates personality” ([3], pp. 122-123). In such circum- 
stances, “a self-realized being, who has already stopped the wheel, may 
mercifully have someone break the momentum of its milling moments. 
Spiritually, he has left this world and is ritually dead. The physical deed only 
brings down the curtain on a magic show that is already over” ([3], p. 123). 

Second, the central place that Hinduism gives to spirituality sets it at odds 
with a purely vitalistic understanding of the meaning of life: 
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The question the tradition asks in the context of active euthanasia is: Is human life adequately 
represented by mere biological functioning, or is something else needed to qualify as human life? 
It is a question of personhood. Who is a person? And can someone relinquish personhood while 
still being alive? The answer that Hinduism gives to this question is that living is more than being 
alive. This places Hinduism squarely on the side of those who would argue for active euthanasia 
on the grounds of the quality of life over the claims of vital existence ([3], p. 123). 

Third, in Hinduism the person who truly understands life at its spiritual core 
lives in a state of complete detachment from material existence, including the 
body: “As the composite of matter, the body is impermanent, and therefore to 
relate to it as permanent is gross ignorance” ([3], p. 123). Given this 
understanding the meaning of the body, Hinduism is opposed to a positivist 
style of heroic medicine that cannot”, technologically detach itself from the 
delusions of immortality. Modem medicine’s compulsive need to immortalize 
the body renders it incapable of distinguishing between the prolongation of 
living and the prolongation of dying. 

The final argument for active voluntary euthanasia in Hindu ethics is from 
the Golden Rule. The Mahabharata articulates the norm of self-similitude thus: 
“Good people do not injure living beings; in joy and sorrow, pleasure and pain, 
one should act towards others as one would have them act toward oneself’ [1 1]. 
The Golden Rule is normative in all religious ethical systems, and also in 
several philosophic systems, including that of Kant. The ethical principle on 
which Kant made his argument is the principle of universalizability. In Hindu 
ethics the locus of this principle is the quality of daya or compassion. With 
dayatte roots of the Golden Rule go beyond the social top soil of human unity 
to the ontological depth of human identity. Because the whole human race is 
one, the principle of universalizability is valid and necessary. With reference to 
euthanasia, daya means: “If we want the rule of euthanasia, in dire circum- 
stances, to apply to us, then it ontologically follows that we must want the same 
rule to apply to others” [11]. 

2. Other Forms of Euthanasia 

The issue of a person’s right to active voluntary euthanasia and its correlate, 
about whether consensual homicide should be allowed, are the most divisive 
points in the euthanasia debate. Less contentious are three other forms of 
euthanasia. 

Involuntary euthanasia involves the taking of a person’s life, purportedly for 
some benevolent intent, but either without parley or permission. Hindu ethics 
rejects involuntary euthanasia because it contravenes the principle of autonomy 
and is fraught with ominous side-effects. 

Passive euthanasia refers to the intentional ending of life by refusing 




HINDU DEVELOPMENTS IN BIOETHICS 



65 



treatment that is beneficial and not burdensome. It is often defined as the 
termination of treatment which is of no further benefit to the patient, but this 
definition is confusing. Passive euthanasia is often identical with passive 
suicide. Hindu ethics rejects passive euthanasia, because in normal 
circumstances one must apply all reasonable means to preserve life. 

Nonvoluntary euthanasia involves the taking of a person’s life, supposedly 
in his interests, but under conditions in which the patient is incapable of 
indicating a preference or being able to articulate it. Consider the case of a baby 
bom with terrible abnormalities. Hindu ethics would first be concerned with 
quality-of-life considerations in current Indian practice: 

[T]he quality-of-life decision may include, in addition to medical factors, the family make-up, the 
family’s ability to obtain further care, the cost considerations. Also considered are limited 
resources that could be utilized more beneficially on another patient with the potential for an 
outcome described as “good” quality of life. The definition of quality of life is left to the 
individual physician and the family ([13], cited in [3], p. 127). 

Should the prognosis be poo*, the physician must wrestle with the following 
options. The first two alternatives are to take extraordinary steps to save the 
child, or to do the ordinary. These steps may be dismissed if the gains fall 
below the losses. A third option is to do nothing. This may be the best choice 
should the infant’s health be rapidly failing and death appears imminent. In 
such circumstances the parents should be allowed to take the child home where 
it can await death surrounded by family. A fourth option is to take positive 
steps to end the life of the baby. This step may be the most compassionate 
should the child be experiencing intense pain with no possibilities of recovery. 
In such circumstances the infant’s life can be terminated by administering a 
lethal dose of morphine. It might be argued that the purpose of the injection is 
to relieve pain and not to kill. But such arguments that make fine distinctions 
between intent and outcome are not very convincing when the practical results 
are the same. 



Hindu ethics would respect this reluctance to kill and would be quick to cultivate that sentiment 
because it is our best defense against slipping into progressive forms of legalized killing. But 
having acknowledged that, Hindu ethics would concur with Gandhi that there is more himsa in 
the slow and pointless torture of this child than in the "benevolent’ taking of its life by corporate 
decision ([13], cited in [3], p. 128). 



F. Health Care 

From February 1-3, 1995, a conference sponsored by Mount Sinai Medical 
Caiter, Saint Mary’s Hospital, and The University of Notre Dame on “Charity, 
Justice and Rights: Religious and Philosophic Perspectives on Access to Health 
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Care”, was held in Jupiter Beach, Florida. The following are based upon a 
paper the author delivered entitle “Charity, Justice and Rights: Hindu 
Perspectives on Access to Health Care”. 

There are a number of theoretical considerations based on Hindu 
conceptions of personhood that have special relevance to healthcare. While 
Hindu philosophy is dualistic, as in Samkhya, it closely correlates the material 
and spiritual sides of personality, as is best demonstrated in the relationship 
between religion and health care. The goal of life is spiritual liberation, but this 
is conceived as conditional upon sound states of mental and physical health. 

The concept of health in the Indian tradition is broad enough to cover the 
physical, mental, social, and spiritual sides of personality. Health is not only 
arogya (freedom from disease), but it is svasthya , which obtains when a person 
retains his sva (own norms). As these sva vary from person to person, there are 
individual variations in physiological norms. Health is maintained by 
equilibrium in the functioning of various biological factors, and when this 
equilibrium is disturbed, disease ensues. In matters of health and health care, 
human responsibility is deemed a key factor. Health and health care are seen as 
operating within the karmic process. Thus, responsibility must exercised in 
terms of restraints. The highest among Hindu virtues bearing on health and 
health care is nonviolence ( ahimsa ), which resonates with the Hippocratic 
injunction to do no harm. 

On the basis of this view of personhood there follow certain Hindu 
principles that govern the just distribution of goods and services necessary for 
health care, particularly in situations of scarcity. 

The basic contribution of Hinduism to the debate on access to health care 
is that it integrates two fundamental concepts which are modem in Western 
discussion, but are part of Hindu ancient traditions. The first is the concept of 
health, which in Western definitions, has gradually been expanded from notions 
of physical and mental well-being to include social well-being; but in Indian 
thought health further connotes the notion of spiritual well-being. The second 
concept is that of human rights, based on the principle that all human beings 
partake of a common destiny, by virtue of their moral and spiritual capacities. 

The synthesis of these two spheres of health and human rights is significant 
because it determines the degree and quality of access to health care. Concerns 
of justice, rights, and charity are initially contingent upon the breadth of 
meaning ascribed to the notion of health in terms of its inclusivity. Similarly, 
if the focus of human rights is on some criterion of rationality, as in the 
Enlightenment tradition of the West, it circumscribes the quality of care that is 
administered with diminishing returns for those who are mentally dis- 
advantaged, insane, infirmed, and aged. 

The Hindu synthesis of health and human rights articulates the foundational 
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value of medicine, namely, the inherent, equal, and inestimable worth of each 
individual. Outside this value of human dignity, medicine cannot exist; and yet, 
ironically, by itself this is a value medicine cannot establish. Science can 
demonstrate the uniqueness of individuals through the DNA code and genetic 
information, and it can validate the infinite value of the person with reference 
to die development of the frontal cortex of the brain; but the profound sense of 
the sanctity of life comes only from an understanding of the spiritual 
dimensions of personhood. In Hindu ethical categories, a knowledge of the 
atman (soul) precedes the Practice of ahimsa (non-violence). Hence the alliance 
in the Ayurvedic system of religion and medicine. On the one hand, the 
awareness of atman generates respect for life, and on the other it restrains 
recourse to all forms of harm, both by omission and by commission. 

Given the medical mandate to respect and protect the dignity of persons, 
how does this formative value shape a just or fair plan of health care? In the 
interests of comparative study, Hindu principles of health care are 
contextualized in the diverse notions of justice that have been developed in the 
West. 

First, compare Hindu principles with the theory of justice as entitlement. 
The latter envisages an economic market system in which access to health care 
is based on contracts that are bought and sold. Its criteria of justice as fairness 
are effort and achievement. Benefits are proportional to costs, as opposed to a 
soft “welfarism”, where people get something for nothing. 

Hindu ethics is in favor of desert and merit as criteria because wealth 
( artha ) is counted as one of the four goals of life. In addition, there is the notion 
of kayaka, which literally means physical labor or work with the body, and in 
a wider sense it denotes occupation. Kayaka implies that one should engage in 
some work and thus contribute to the economic well-being of the community. 

However, the claims of wealth in Hindu ethics must be balanced by the 
communitarian values of diya. Society is obligated to care for the health needs 
of individuals who cannot pay for them, especially when it is through no fault 
of their own, and when they are victims of life’s lotteries ~ natural and social. 

Hindu medical ethics prizes the quality of the doctor-patient relationship, 
but one problem with the notion of justice as entitlement is that it adversely 
affects this tie that gives meaning to “care” and “access”. The last two decades 
have witnessed an erosion of an earlier climate of trust in the doctor-patient- 
relationship. Patients see themselves as consumers, and doctors, nurses, and 
therapists have accepted the role of “providers”. The trouble is that when 
patients see themselves as consumers, getting the best for their money, they 
thrust the professional in the role of a seller, intent on getting the highest price 
for his services. 

Second, compare Hindu principles of health care with a theory of justice 
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that advocates the supply of goods and services to persons solely cm the basis 
of their needs, and their incapacity to satisfy those needs by themselves. Hindu 
moral sentiments are intuitively drawn toward a system of justice that is 
responsive to the unique needs of individuals. Needs are clearly defined in 
Hindu ethics as propensities of nature, the cultivation of which make our 
psychobiological existence human. The purusarthas are the sine qua non of 
human flourishing. The upshot is that when people are alike in all relevant 
ways, and their needs are similar, it is just to treat them equally. 

Having established that, Hindu ethics is quick to distinguish between needs 
and wants , a difficult task for a consumer society where today’s luxuries 
become tomorrow’s necessities. A good deal of the exorbitant costs of health 
care could be cut if a consistent system of priorities were created on the basis 
of meeting minimal needs, while accommodating those who can afford to 
purchase service for their private wants. As an example, cosmetic surgery might 
not qualify in a particular instance as a minimal need, but there is a market for 
this product, and in a two-tier system of health care, people should heave access 
to it. 

Third, consider the utilitarian theory of justice. Its theory of distribution 
demands the realization of the greatest good for the greatest number. Just 
distribution in this system entails the maximization of benefits within the 
group. Utilitarianism has proven beneficial for corporate entities by making 
rules to maximize the good of the organization. However, its collective 
approach fails to do justice to the individual, whose worth is measured only in 
toms of his or her utility for the functioning of the group. Hindu ethics gives 
priority to society, but the importance of the group is measured by its service 
to the individual. Hindu ethics therefore differs from Utilitarianism because the 
latter treats individuals only as parts of aggregates. 

G. Sexuality and Health 

A recent essay, “Health and Medicine in the Living Traditions of Hinduism”, 
by Sudhir Kakar of Delhi [6], is a psychoanalytic study that has intriguing 
implications for ethics. As we repot on Kakar’ s study, we shall simultaneously 
highlight its ethical meaning. 

The relation between sexuality and health has remained a perpetual part of 
Indian culture, leading in modem times to a fascination with Freud’s theories 
about transformations of the libido. The practical goal of Indian mysticism is 
to convert the libido from a “giver of death to a bestower of immortality”. 
Though the number of those who aspire after the sublimation of sexuality into 
spirituality is small, the theory of sexual sublimation is commonly known, even 
among illiterate villagers. 
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The popular belief is that virya, meaning sexual energy and semen, is the 
source of both physical and mental power. A man has the choice to let it move 
downward in sexual intercourse, where it is spilled in its gross physical form as 
semen; or he can move it upward through the spinal cord to the brain in its 
subtle form known as ojas. Whereas the first choice eventuates in physical 
enervation, the second choice is productive of longevity, creativity, and physical 
and mental vitality. 

Kakar claims, “There are germs of truth in the signal Indian cultural 
tradition attaches to sexuality. Theorizing from this emphasis, that sexual urges 
amount to a fire — not only for procreation, but equally, in self-creation-is 
indeed compelling” ([6], p. 1 19). The ethical downside of this alchemy of the 
libido among Indian adolescents is neurotic anxiety associated with the 
“squandering of the sperm”. Indeed, Indian youth complain of a certain cultural 
disease known as svapanadosa (literally, “dream fault”), comprising all sorts 
of body aches and lassitude as a result of the loss of semen through wet dreams. 

H. Passages: The Cycle of Life and Death 

Following the first trimester of pregnancy, the first stage of the Indian life cycle 
begins. At this time the “subtle body,” incorporating the mind, soul, and karmic 
memory-traces from a previous life, becomes conscious. Both mother and fetus 
function psychologically as a unit, each influencing the other. Ethically 
considered, if the mother is in a state of mind where she entertains negative 
feelings and unfulfilled desires, these states of mind are transmitted to the 
newly activated psyche of the fetus. Therefore in addition to being responsible 
for what she takes into her body as chemicals and drugs, the mother also 
bears responsibility for her states of mind and emotions. It is said in the West 
that a pregnant woman must eat for two, but the ethical reality in the Indian 
tradition is that she must also think for two and feel for two. By the same 
token, the unborn child also influences the mother, through the channels of 
nutrition, with feelings carried over from its previous existence. Hence it is 
incumbent cm the family to gratify all the wants and wishes of the pregnant 
woman, because her cravings are in fact those of the child in her. 

The Hindu view of fetal development brings new considerations into the 
abortion debate. It affirms that the fetus is not to be treated as an object, a 
tissue of flesh and blood, but as a subject carrying psychic traces from its 
pre-natal and natal states, and also possessed of sufficient potency to affect the 
woman with whom it is psycho-biologically bonded. This is the first stage of 
the human life cycle. 

The second stage ( shishu ) of the life cycle begins with birth, and continues 
through the next four years. The cutting of the umbilical cord marks the 
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separation of “the original divinity within each person... from its fountainhead”. 
It also signals the start of the karmic process as the infant begins its interaction 
with the world. Here, too, the Hindu view of new-born life is startlingly modem. 
The mind of the infant lying passively in its crib is no clean slate waiting to be 
filled, but is already equipped with a uniquely personal psyche. “The karma of 
a previous life, in the form of innate dispositions, and the embryonic 
experience, especially during the dauhrdaya [literally, bicardiac state] stage, 
have already laid down the basic contours of personality in utero” ([6], p. 1 22). 

In addition to psychic conditioning, Hinduism advances the opinion, fraught 
with wide implications for ethics, that underscores the importance of astral 
influence. Kakar explains: 



Hindus do not view infant nature as universal or infinitely malleable. Thus, there is little social 
pressure to foster the belief that, if only the caretakers were good enough and constantly on their 
toes, the child’s potentialities would be boundlessly fulfilled. With the emphasis on the human 
being’s inner limits, there is not the sense of urgency and struggle against the outside world, with 
prospects of sudden metamorphosis and great achievement just around the comer ([6], p. 122). 



The third stage of the life cycle is early childhood (bala). In the fourth year 
gender differentiations are ritualistically observed by tonsure for boys, and the 
rite of piercing the earlobes for girls. 

Stage four begins between ages five to seven, with intensification of gender 
roles. The boy leaves the indulgent world of his mother and enters the male 
world. However, the boy’s life is still carefree when compared with that of his 
sister, who must now assume domestic responsibilities. 

Stage five heralds the end of childhood. Entry to the adult world for the boy 
is celebrated though the initiation ceremony ( upanayana ) whereby he 
undergoes a second birth that makes him a member of society. Girls are now 
ready for marriage rites ( vivaha ). 

The adult male progresses through four traditional stages. Life is viewed as 
a progression of alternating stages ( Asramas ) of stability and transition, each 
carrying its own opportunities and responsibilities. “The stages are thus ideal 
in the Platonic sense, with prescriptive contents that reflect the tradition’s view 
of the ‘good,’ fulfilled life” ([6], p. 124). 

The brahmacarva stage is one of apprenticeship to a teacher, aimed at 
learning. The householder stage ( qarhasthya)\s the arena for social expression 
of all worldly needs, within the, framework of “right living” ( dharma ), and is 
marked by care for one’s family and maintenance of the world. In the forest 
stage ( vmaprastha ) one withdraws from the domestic life and concentrates on 
a regimen of spiritual fulfilment. This progressively becomes the stage of 
renunciation ( samnyasa ), which is essentially the abandonment of ego 
consciousness, the cultivation of self-realization, and the preparation for death. 
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The “good death”, then, is prepared for throughout life, the quality of life 
determining the quality of death. Conversely, the bad death is life cut short or 
inadequately lived according to the traditional image of the cycle ([6], p. 124). 

I. Death and Dying 

Death is the final link in the life cycle of an individual, which must repeat itself 
until the soul finds release from the endless wheel of rebirth. Death is therefore 
considered oily the end of a body (dehanta), not the termination of life per se. 
Unlike the Western religious tradition, which has causally connected death with 
the introduction of sin, Hindu ethics rejects any such attribution within a 
process that is clearly part of the natural order. This acceptance of death as 
natural saves as a restraint against any automatic recourse to heroic regimens 
at the end of life. 

One area in which the Hindu tradition appears ambiguous, eliciting 
conflicting ethical responses, is in respect to the determinacy of the human 
lifespan. Piously and popularly understood, one’s days on this planet are all 
numbered The scriptures say, “He will not die before his time has come, even 
though he has been pierced by a thousand shafts; he will not live after his time 
is out, even though he has only been touched by the point of kusa grass” ([15], 
P- 217). 

Such statements are also found in the Islamic notion of kismet, and in the 
prayers of Jews and Christians, “Thy will be done”. To be sure, these 
sentiments can offer singular comfort and assurances through the belief that 
nothing can upset God’s appointed time. But such solace is purchased at the 
high price of a naive fatalism which abjures medical intervention for patients 
who suffer on their deathbeds, racked by pain. Till God acts in his good time, 
these agonizing creatures have no final exit. 

Contraiy to the above strain of fatalism, which is theistically or karmically 
understood, it is little known in the West that the Hindu medical tradition 
propounds an alternate view to that of deterministic pietism, a view that insists 
that the human lifespan is not fixed, and that the bioethical rationale of 
Ayurvedic medicine is therapeutic longevity. This view is held by Caraka, and 
is described by Dasgupta as a “common-sense eclecticism” unique in Indian 
philosophy ([4], vol. 2, p. 404). But what does Caraka’s theory do to the belief 
in the immutability of the law of karma? Caraka ascribes immutability only to 
deeds that are extremely good or bad. All other effects of ordinary actions can 
be modified or combated by our efforts. Virtue and vice are not vague and 
mysterious principles in Caraka, and the separation that appears elsewhere 
between the moral and the physical sides of an action is not found in his 
teaching. 
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However, “combat” for Caraka is not a “fight to the finish”. This is because 
death is not encountered as the negation of life, but a passage from (me life to 
another. The overriding consideration as (me awaits this passage is the quality 
of life, requiring the relief of pain and suffering. The naturalistic approach of 
Hinduism to death, imparts a sense of timeliness that consoles the dying and 
mourning. Desai correctly observes that in the Hindu context an issue such as 
the “Do not resuscitate” order is unlikely to provoke controversy between 
ethicist and physician or between physician and family. “The Hindu is generally 
allowed to die peacefully, for artificially or mechanically sustained life is held 
to be of little value. Most people prefer to die in their own beds ([4], p. 94). 

The Caraka Samhita emphasizes a careful examination of a dying patient. 
A skillful physician “who knows the classification of curable and incurable 
diseased” should cease treatment for the latter cases, both in his own interest 
and the patient’s. The physician treating an incurable disease certainly suffers 
from the loss of wealth, learning and reputation and from censure and 
unpopularity. “If the relations of the patient request the physician, begging for 
his life, the physician should prescribe only the diet with meat soup and should 
not administer any evacuative therapy”. “If after a month, there is no 
improvement”, the physician must know that “survival is rare”, and any further 
treatment would be wastefully heroic ([1], X:7-8). 

IV. CONCLUSION 

The years 1992-1994 have witnessed phenomenal developments in the field of 
bioethics, elicited by discoveries in technology and science. Ordinarily such 
developments would relegate the ethics of traditional systems to the realm of 
historical or anthropological interest. Distinguished writers attest that this has 
not taken place in Hindu bioethics. 

One reason for this is that the conceptual framework of Hindu ethics is so 
wide and varied that, as sophisticated technologies are introduced to Indian 
medical practice, they can be contextualized in ethical principles that have 
modem meaning. Hindu doctors who occupy prominent positions in American 
medical centers (and their numbers are burgeoning) testify that when they have 
to make critical moral decisions, they find insights from their tradition rich and 
novel in their application. 

Another reason why Hindu bioethics remains relevant is that the 
foundational character of Indian medical practice has integrated science, ethics 
and philosophy. As observed by ethicist K.R. Srikanta Murthy, Caraka, 
Susruta, Nagaijuna, and Vagbhata have things to say to us today, because, like 
Carrel, Schweitzer, Osier, Pavlov, Galen, and Hippocrates, they were “equally 
philosopher scientists who substantiated the ancient truth that sciences should 
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merge with ethics and philosophy to bring peace and happiness” to the human 
race ([14], p. 129). 
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REVIEW OF RECENT WORK IN JEWISH BIOETHICS 



Readers of this Yearbook have, over the years, been informed of the 
developments in Jewish bioethics as propounded by Orthodox rabbis. The 
Orthodox have indeed been the most prolific segment of the Jewish community 
in addressing the issues in bioethics. They represent, however, only five to ten 
per cent of the Jewish community in North America, and their rabbis' rulings 
flow out of their particular understanding of the Jewish tradition and their 
methodology for applying it. Consequently, they cannot speak for the large 
majority of North America's Jews. 

In this essay, then, I will briefly explain the approach of all four 
movements in Judaism so that readers can understand the context in which 
various opinions arise. I will then describe some of the developments in 
bioethical thinking in the three movements in published opinions about these 
matters in recent years. 

The Structure of Judaism in North America 

Approximately half of North America's Jews are not members of any 
synagogue ex’ movement. Despite that fact, some of them consider themselves 
to be Jews in a religious sense while others identify solely in an ethnic sense. 
Thus an unafliliated individual may still seek counseling from a rabbi in making 
medical decisions relevant to his or her care. 

Of those who are affiliated with a synagogue, approximately 10% are 
Orthodox, 43% are Conservative, 2% are Reconstructionist, 40% are Reform, 
and the remainder belong to synagogues which do not themselves belong to a 
movement. Affiliation with a synagogue or movement, of course, does not 
guarantee that a given person will follow that movement's thinking on health 
care in making decisions about his or her own health care, but it often does 
mean that the person will want to consult with the synagogue's rabbi. If that 
person is not available, it is important that the patient be directed to another 
rabbi of the given denomination, for each interprets and applies the Jewish 
tradition differently. An Orthodox rabbi, for example, would not be an 
appropriate guide for a Conservative or Reform Jew, and the same would be 
true mutatis mutandis with regard to each of the denominations. 
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With appropriate allowance for variation within each of the movements, 
Orthodox Jews believe that the Torah is the literal word of God and that Jewish 
law is to be determined by reference to the codes and responsa of the past. 
Conservative Jews believe that all Jewish sources must be understood in their 
historical context and that Jewish law has developed historically as well. 
Therefore, while Conservative Jews consider Jewish law binding, they are more 
willing than Orthodox Jews to make changes in its content in response to 
modem needs. Reconstructionist and Reform Jews do not consider Jewish law 
to be binding, although many voluntarily choose to observe sections of it. The 
Reconstructionist Movement possesses a greater sense of community than the 
Reform Movement and hence offers more encouragement to adopt the folkways 
of the People of Israel. Autonomy is a central value for the Reform Movement. 
Thus, for Reform Jews the law is at most a resource that the individual may 
choose to consult in making a decision; it is certainly not the authoritative 
command of God. These represent the positions of the rabbis of the various 
movements, but for lay people, family history, convenience, and friendships are 
at least as important in choosing an affiliation as ideology and practice. 
Therefore, Jews might be members of synagogues that are affiliated with one 
movement or another, even though their own personal philosophies and 
practices do not coincide with those of the institutions that they join. 

The Orthodox have produced many more rabbinic writings on issues in 
bioethics than have Conservative and Reform rabbis. In part this is because the 
Orthodox are used to approaching most issues in life through the genre of 
rabbinic responsa. Moreover, while Orthodox theory requires that 
contemporary Jewish practice follow traditional precedents, the immense 
changes that have occurred in medicine in the last few decades have required 
and justified new applications of the law, and hence many Orthodox rabbis 
have turned their attention to this area. The Conservative Movement is 
committed to Jewish law, and therefore to contemporary applications of it as 
well, but evolving custom and contemporary science play a much larger role in 
Conservative practice, and so Conservative responsa have been fewer in 
number and later in coming. Moreover, the existence of a central body within 
the Conservative Movement to make movement policy on matters of Jewish 
practice has concentrated the writing of Conservative responsa within the 
members of that committee. The entire genre of responsa is, except for the work 
of Rabbi Solomon Freehof, a relatively new thing within the Reform 
Movement, and it still is somewhat anomalous, for Reform theory specifically 
makes people exempt from the law. Nevertheless, Reform responsa have been 
produced in recent years as a guide for Reform Jews even if ultimately they, 
according to Reform ideology, must and should make their own medical 
decisions autonomously. 
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Since the varying approaches of these movements have a major influence 
on which issues in bioethics they treat and how they treat them, it is important 
to pay attention to the work being done in all of the movements. The much 
larger number of responsa produced by Orthodox rabbis in comparison to 
Conservative and Reform rabbis might well give one the mistaken impression 
that the Orthodox version of Jewish medical ethics is the only one or at least the 
predominant one. As indicated above, however, the Orthodox represent only 
five to ten percent of Jews in North America and ten to fifteen percent in Israel. 
To give a more accurate picture of the range of Jewish opinion on bioethics, 
then, I will present a summary of what has happened recently in all three 
movements which have produced such literature (the Reconstructionist 
Movement has not yet done so), arranged in alphabetical order. 

Conservative Responsa 

In the Conservative Movement, the individual rabbi is charged with interpreting 
Jewish law for the members of his or her congregation, and well over 90% of 
the questions which congregants ask are answered by their rabbis orally, either 
on the spot or after some study. Sometimes a rabbi will consult with one or 
more colleagues who are known to have expertise in a given area of Jewish law 
and practice. Sometimes a Conservative rabbi will address a question to the 
movements Committee on Jewish Law and Standards, which consists of 
twenty-five rabbis and five non-voting laypeople. A member of the Committee 
will write a rabbinic response ( teshuvah ) to the question, and after considerable 
discussion, the Committee will vote on it -- or, more commonly, a revised 
version of it. If a responsum gets six votes or more, it becomes a validated 
position within the Conservative Movement. This means that there may be 
more than one validated option on any given issue, and indeed there are on 
some of the more controversial ones, but on most matters there is only one 
validated option. In any case, it is the literature of the Committee on Jewish 
Law and Standards which defines the stance of the Conservative Movement on 
bioethics as well as all other matters. 

In recent years the Committee has addressed a series of issues in bioethics. 
In two lengthy responsa ( teshuvot ) subsequently published in the Spring, 1 99 1 
edition of the journal. Conservative Judaism ([12],[3 1]), Rabbi Avram Reisner 
and I separately addressed many issues at the aid of life. Both responsa endorse 
hospice care; both permit the withholding or withdrawal of machines or 
medications from terminally ill patients; both accept brain death as the criterion 
for death and thus allow even heart transplants, as well as the transplantation 
of other organs or tissues which do not depend as much on immediate removal 
after death; and both prohibit suicide and active euthanasia. They differ, 
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however, in the theoretical basis for their decisions, I use the legal category of 
tereifah (the terminally ill patient) while Reisner uses goses (the patient just 
about to die), and we differ as well on two specific issues. 

I would allow the withholding and withdrawal of artificial nutrition and 
hydration because I see it as medicine, following the Talmud's definition of food 
as that which one chews and swallows. I would, however, insist that a tray of 
food be brought into the patient's room even though, by hypothesis, the patient 
does not even know that it is there and certainly cannot eat it. Reisner, on the 
other hand, would not permit the withholding or withdrawal of artificial 
nutrition and hydration, because he construes it as food due to the nutrients it 
provides. 

The second issue which divides us is the use of heroic measures to fight a 
disease or large dosages of pain medication to quell pain. I accept the 
“double-effect argument” That is, I rule that if normal procedures cannot save 
the life or health of a person, experimental measures may be employed even if 
they will, in all likelihood, kill the person faster if they do not cure him/her first. 
If the patient or doctor employs such means with the intention of bringing about 
a faster death, the use of such means is, in my judgment, prohibited; if, on the 
other hand, the patient or doctor employs such means in an effort to save the 
life or health of the patient, then it is permissible to use them. Similarly, if a 
doctor administers a high dosage of morphine to quell pain, that is permitted, 
even if that same dosage will most likely not only alleviate the pain but also 
suffocate the patient, but administering that dosage with the intention of 
bringing about an early death is forbidden. Reisner, on the other hand, does not 
accept the “double-effect argument”, and thus he prohibits the use of dangerous 
experimental procedures or medicines, and also prohibits the use of dosages of 
pain medication which pose a clear risk to the ongoing life of the patient, even 
when necessary to relieve pain. 

Despite these differences, Rabbi Aaron Mackler has edited the two 
advanced directives prepared by Rabbi Reisner and me, and the Rabbinical 
Assembly, the organization of Conservative rabbis, has published Rabbi 
Mackler's edited version for the use of Conservative Jews [9]. The directive 
prints most of its explanations and options in block print, but where my 
position differs from Rabbi Reisner's, the extra options which I would accept 
ap pear in italics. 

Rabbi Reisner has also written a responsum on peri- and neo-natology 
[32]. He finds grounds in the Talmud for being less aggressive with neonates 
than he would require with fully developed infants or, for that matter, with 
adults, in attempting to save those who cannot realistically survive. 
Consequently, he would allow the removal of artificial nutrition and hydration 
from such neonates, making his position on neonates equivalent to that of Dorff 
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(Mi children and adults. The Committee on Jewish Law and Standards 
unanimously approved his position in June, 1995. 

In March, 1995, the Committee unanimously approved another of my 
iesponsa, this one on donor insemination, egg donation, and adoption [13], Like 
most Orthodox and Reform rabbis, I endorse the efforts which physicians first 
commonly use in helping infertile couples conceive - namely, timing their 
intercourse to take place at the point in the woman's menstrual month when she 
is most fertile; drugs to stimulate ovulation; surgery to repair blockages in 
either the man's or woman's genital tracts, when that is appropriate; and 
artificial insemination using the sperm of the husband. If none of these work, 
however, I would also permit using donor sperm, provided that as much 
information about the donor as possible is shared with the social parents and 
the child without compromising the donor's confidentiality. That would help to 
inform the child about his or her biological roots and even about some of his or 
her character traits and talents, and removing at least some of that mystery has 
proven to be helpful for adopted children. It would also help to insure that the 
child does not, by sheer coincidence, have sexual relations with, or even marry, 
his or her half-sister or half-brother — that is, the child of the sperm donor and 
his wife. For some that would pose the moral problem of incest, even though 
it is unwitting, but for me the more serious problem is the increased possibility 
that the offspring of such a union would suffer from genetic diseases. I would 
also require counseling for all concerned — the donor, the social parents, and, 
ultimately, the child — so that they can deal with the many psychological 
aspects of this procedure. 

Egg donation poses some physical risk to the donor while sperm donation 
does not. Since some tests have shown that repeated hyperovulation increases 
a woman's chances of contracting ovarian cancer, a woman may only agree to 
donate her eggs if her physician assures her that it is safe fen- her to do so, and 
then only two or three times at most. All other aspects of this procedure are, to 
my mind, the same as donor insemination — namely, the need for disclosure of 
as much information about the egg donor as possible to the social parents and 
the child, and counseling for all concerned. The responsum also deals with other 
issues which are not bioethical - e.g., the identity of the father and mother in 
sperm or egg donation for purposes of defining the child's Jewish identity. 

Adoption has been permitted and, indeed, honored in the Jewish tradition 
for centuries as a means for finding a home for orphans. Modem discussions 
about adoption tend to focus on the strong desires of the adoptive parents to 
have a child but the service adoption provides for a child who would otherwise 
be abandoned or raised by a person who cannot really do so should not be 
forgotten. Even so, some of the same concerns which apply to sperm and egg 
donation apply to adoption as well - namely, the possibility of incest in the 
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next generation and the psychological problems for any ex’ all of the parties 
involved. Consequently, the rules on these issues described above apply also to 
adoption. 

While all of these procedures are permissible for infertile couples to use 
according to Jewish law as I interpret it, none of them is required. Jewish law 
obligates Jews to propagate, but the duty only applies to having children 
through normal, sexual intercourse. Since some of these procedures are very 
expensive, and since all of than involve psychological obstacles with which one 
must cope, it is important to emphasize, as the ruling does, the permission that 
the couple has to refuse to engage in any of these procedures as well as the 
permission they have to use them. The responsa approved by the Committee on 
Jewish Law and Standards are eventually published in their entirety in 
collections of the responsa, and the Committee is now in the process of 
collecting all of its responsa on bioethics into one volume. In the meantime, 
though, summaries of the responsa recently approved appear in the United 
Synagogue Review, published quarterly and mailed to all of the Conservative 
movement; fuller summaries are sent each year to rabbis in the Summary Index 
Supplement for each year to the Summary Index: The Committee on Jewish 
Law and Standards; and the full responsa are available through the office of 
the Rabbinical Assembly, 3080 Broadway, New York, NY 10027. 

The Israeli wing of the Conservative Movement (called the Masorti 
Movement) has a Committee on Jewish Law (Va ’ad Halakhah) of its own so 
that the special context of Israel may be taken into account. Volume 5 of its 
responsa (1992-1994) includes two on bioethics. Rabbi David Golinkin rules 
that organ donation is not only permissible, but a positive, religious act of 
kindness ( hesed ). He discusses the possible objections to organ donation ~ 
including desecration of the body, delayed burial, the prohibition of deriving 
benefit from a dead body, and, most seriously, the potential for murdering the 
donor in the process of trying to save the recipient — but rules that all of Jewish 
laws of burial are superseded by the command to save a life (pikkuah nefesh) 
and that, with the technology available to measure brain stem activity, we can 
be assured that the donor is indeed dead by Jewish criteria (namely, cessation 
of autonomous breath and heartbeat) through the evidence now normally used 
to establish brain death. Since Israeli law respects Jewish burial practices, he 
encourages Jews to sign the donor card that comes with their license to drive; 
in America, some rabbis hesitate to do that for fear that the remaining body 
parts will not be buried in accordance with Jewish law [18]. 

Similar considerations underlie the responsum of Rabbi Gilah Dr or on 
donating one's body to a medical school for purposes of dissection by first-year 
medical students. Like Rabbi Golinkin, Rabbi Dror points out that the 
command to save life overrides all concerns with immediate burial and with 
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deriving benefit from the dead. Outside of Israel, medical schools commonly are 
unidentified people provided by the morgue, and since only a minority of the 
population is Jewish, the likelihood is that the body is that of a non-Jew, and so 
these issues in Jewish law need not be confronted. In Israel, however, where a 
clear majority of the population is Jewish, Israeli medical schools will 
inevitably use Jewish bodies for their students, and so the permissibility of 
doing so must be confronted. Rabbi Dror rules that Jewish bodies may be used 
for this purpose, for Israeli medical schools must maintain the highest standards 
of medical education to be able to save lives in the future. The remains after 
dissection must be buried, in accordance with Israeli and Jewish law, and Rabbi 
Dror recommends that the student recite a prayer (of which she supplies some 
appropriate examples) to create an atmosphere of respect for the dead before 
the dissection begins each day [14]. 

Orthodox Responsa 

There is no central body which defines Jewish practice for all Orthodox Jews. 
Instead, Orthodox Jews follow, at least in theory, the rulings of their 
congregational rabbis. These rabbis, in turn, are often guided by their former 
teachers or by the responsa of those Orthodox rabbis who develop an expertise 
in a given area. While any Orthodox rabbi might write a responsum on any 
issue, and while many indeed have, some appear in print on bioethical issues 
considerably more than others. These include, in the United States, Rabbis J. 
David Bleich and Moshe David Tendler, both of Yeshiva University, along with 
Dr. Fred Rosner; in England, Rabbi Immanuel Jakobovits; and in Israel, 
Rabbis/Professors Abraham S. Abraham, Shlomoh Zalman Auerbach, 
Mordecai Halperin, Abraham Steinberg, Eliezer Waldenberg, and Yitzhak 
Zilberstein -- although many others participate in the discussion in print. Assia 
is the main Orthodox journal devoted to matters of Jewish law and medicine in 
Israel, and while it is published in Hebrew, excerpts from it are now being 
published in English. In the United States, Rabbi J. David Bleich writes a 
recurring column in the journal Tradition which surveys Orthodox rulings, and 
many of the subjects he treats there are bioethical. In addition, Dr. Rosner and 
Rabbi Bleich periodically publish in book form collections of their own articles 
and those of others. 

The sheer number of Orthodox responsa on bioethics, together with the 
lade of a method within the Orthodox world to determine which are to be held 
as authoritative, make it inpossible in a chapter of this sort to survey the whole 
spectrum of Orthodox opinions on any given issue which have been recently 
written. Consequently, I will confine my survey to the issues covered during this 
last year in Assia and in Tradition. 
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The August, 1994 issue of Assia contained a number of articles objecting 
to the Israeli Chief Rabbinate's decision in 1986 to allow heart transplants 
based on evidence of cessation of all brain waves, including those of the brain 
stem. While the journal includes an article defending the decision by the 
Ashkenazic Chief Rabbi at the time. Rabbi Abraham Kahana-Shapira [25], the 
editor of this section of the journal. Rabbi Abraham Steinberg and all nine other 
people who write on the subject attack the decision and maintain that brain 
death is not sufficient to define death for any purpose, including that of organ 
transplantation [35]. One American rabbi. Rabbi Yehudah Dick, suggests that 
even if a moribund person (a goses ) is not dead within the parameters of Jewish 
law, he or she may donate his or her organs to another person who needs them 
to live, but even he seems to accept as a given that a brain dead person is still 
alive for purposes of Jewish law. It is just that such a person can, in an 
advanced directive, agree to have his or her organs removed once reaching that 
state, even though the transplantation will surely kill the donor [39], 

Despite this discussion, however, organ transplantations continue unabated 
in Israel. Indeed, Adena K. Berkowitz, in her article, “All Take and No Give? 
Jews and Organ Donations”, [4] pointed out that the problem which Israel is 
having on this issue is a shortage of donors - so much so that some of the 
countries of Europe, to whose organ network Israel is linked, have refused to 
supply more organs to Israel because of Israel’s serious organ deficit. Efforts 
are currently being made there to convince more people to permit donation 
through advance directives, but progress there, as in the United States, has been 
slow, and opinions such as those which dominate the discussion in Assia can 
only hinder such efforts further. 

The December, 1994 issue of Assia ([2], [29]), was devoted primarily to 
the issue of in vitro fertilization, including the new technique of Intra 
Cytoplasmic Spam Injection (ICSI). Most of this issue of the journal is a long 
article by two doctors explaining the procedures currently available to help 
infertile couples conceive and bear children. There is no halakhic discussion of 
this, but, tellingly, there is a long bibliography in this issue regarding the 
prohibitions involved in donor insemination. The Orthodox world generally will 
use techniques to help a married couple have children with their own gametes, 
but decidedly not with donor gametes. 

In the Fall, 1994 issue of Tradition , Rabbi Bleich argues that a proposed 
New York State statute requiring HIV testing for newborns and, if positive, 
informing the mother is consistent with Jewish law. One might think otherwise. 
Rabbi Bleich notes, because Jewish law protects the privacy of individuals and 
their communications to a very high degree. Thus, while in American law only 
attomey/client, physician/patient, and priest/penitent communications are 
legally protected, in Jewish law virtually all communications are protected (cf. 
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B. Yoma 4b; Magen Avraham, Orah Hayyim 156:2). One clear exception, 
though, is medical knowledge which will help others prevent or cure disease (B. 
Avodah Zarah 28a). Since HIV testing of infants can help parents and 
physicians make a series of decisions with regard to antibiotic therapy and 
inoculations critical to the life and health of the child, it should be required, says 
Rabbi Bleich; the concern for privacy, as strong as it is in Jewish law, is 
superseded by the need to preserve life and health [5]. 

hi the Spring, 1995 issue of Tradition, Rabbi Bleich discusses pregnancy 
reduction. All agree, in line with the Mishnah, that abortion is not only 
permitted, but required, to save the life or health of the mother, for the mother 
is a full-fledged human being and the fetus becomes so in Jewish law only upon 
birth. Nevertheless, feticide is generally prohibited. Thus, when it comes to 
judging pregnancy reduction when it is done not for the sake of saving the life 
ex health of the mother ( e.g ., when she is carrying five or six fetuses) but rather 
to raise the chances of the remaining fetuses being bom alive and healthy, one's 
ruling depends critically on how one understands the rationale for the ban on 
feticide. Is it forbidden as a form of non-capital homicide, or is it forbidden as 
a prohibited form of wounding oneself or destruction of the seed? Those rabbis 
who adopt one of the latter opinions, like Rabbi Chaim David Halevi [19] and 
Rabbi Eliezer Waldenberg [37], have permitted pregnancy reduction to save the 
remaining fetuses, but Rabbi Bleich, who sees feticide as a non-capital form of 
homicide, does not want to rely on such reasoning. Instead, he argues that even 
though, for him, feticide is an act of homicide and that abortion of a viable fetus 
is therefore forbidden except to save the mother, in this case all the fetuses are, 
by hypothesis, nonviable unless one or more of them is aborted. Since the 
Talmud (Shabbat 135a, Yevamot 80a, Bava Batra 20a) compares a nonviable 
neonate (i.e., a baby who cannot survive for a period of thirty days after birth) 
to a stone, a nonviable fetus would a fortiori be classified that way, and 
therefore its reduction would not amount to homicide. If all the fetuses are 
equally viable but none can survive unless one or more is not reduced, the very 
choice of which to eliminate from the womb determines which is viable and 
which is not and therefore which is a human being and which is a “stone”. 
Bleich is prepared to accept that on theological grounds - namely, that for all 
of our actions, God has foreknowledge but we yet have free will. Thus even 
though he sees feticide as a form of homicide, he sanctions pregnancy 
reduction, but only when it is a virtual certainty that no fetuses will otherwise 
survive and only when the minimum number of fetuses is eliminated to make 
it possible for the remainder to survive [6], 
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Reform Responsa 

Reform rabbis like Israel Bettan, Kaufman Kohler, Jacob Lauterbach, and 
Jacob Mann wrote a few responsa between the founding of the Reform 
Movement in the United States in 1885 and 1950, but by far the strongest 
impetus for writing Reform responsa, and to this day the largest number of 
than, came from Rabbi Solomon Freehof of Pittsburgh. During the 1960s and 
1970s, he produced seven volumes of responsa ([16], [17]). These books were 
published by an arm of the Reform Movement -- the Hebrew Union College 
Press - but the response were largely ignored in practice, and the very use of 
the genre of responsa to make Reform decisions about the tradition was seen 
by many Reform rabbis as quaint. After all, in the end Reform ideology called 
for individual autonomy, while in responsa the rabbi was asked to give, and 
understands himself to be giving, an authoritative answer which the questioner 
presumably will follow. 

Freehof, however, also laid the foundation for accepting the genre of 
responsa within Reform circles by pointing out that autonomy need not mean 
that one decides for him/herself bereft of all advice from the Jewish tradition. 
Consequently, while Reform responsa would not bind the questioner to obey, 
and while that would be clear both to the questioner and to the respondent. 
Reform Jews could nevertheless fruitfully use response as “a guide if not a 
governance”. 

This led to the establishment of the Responsa Committee of the Reform 
rabbinate, chaired by Rabbi Freehof s successor at Rodef Shalom Temple in 
Pittsburgh, Rabbi Walter Jacob. Under the aegis of that committee. Rabbi 
Jacob has edited American Reform Responsa: Collected Responsa of the 
Central Conference of American Rabbis 1889-1983 (1983); Contemporary 
American Reform Responsa (1987); and Questions and Reform Jewish 
Answers: New American Reform Responsa (1992), all of which were published 
by the rabbinic arm of the Reform movement, the Central Conference of 
American Rabbis. These books contain literally hundreds of responsa, all of 
which in the latter two books were written by Rabbi Jacob himself. In addition. 
Rabbi Eugene B. Borowitz edited Reform Jewish Ethics and the Halakhah 
(1994) [7], which includes five papers on bioethics. Finally, Rabbi Walter 
Jacob and Rabbi Moshe Zemer, an Israeli Reform rabbi, have co-edited five 
bodes in a series of the Freehof Institute of Progressive Halakhah and published 
by the Rodef Shalom Press of Pittsburgh. The series is entitled “Studies in 
Progressive Halakhah”, and the latest two volumes in this series concerns 
bioethical issues. They arc: Death and Euthanasia In Jewish Law: Essays and 
Responsa (1995) and The Fetus and Fertility: Essays and Responsa (1995). 

In Borowitz's Reform Jewish Ethics and the Halakhah, Daniel Cohen, 
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Faith Joy Dantowitz, and Janine Schloss discuss the ethics of animal 
experimentation [8], They maintain that such experimentation is permissible 
because it is intended to save human lives and increase our knowledge of 
healing, but limits cm the number of animals used for this purpose and the pain 
inflicted on them must be enforced in order to prevent animal abuse. Carole 
Balin and Aaron Panken present a clear analysis of the arguments for and 
against germ cell gene therapy (not genetic enhancement or eugenics), with 
Balli ultimately arguing against it and Panken for it when the disease is 
incurable by any other means, the disease causes severe suffering or disability 
or early death, and scientists have reasonable proof that the alteration of the 
gene which causes this disease will not place future patients at higher risk [3]. 
J anise Poticha discusses whether a physician who is HIV-positive should 
continue to treat patients, and, if so, under what circumstances. She concludes 
that information about transfer of the virus from physician to patient is too 
remote a possibility to prohibit an HIV positive physician from continuing to 
practice, that screening physicians for the virus would unduly breach their 
confidentiality, that universal precautions should be taken, and that the 
prohibitive cost of testing is not proportionally worth the net information 
gained [30], Karen Bookman Kaplan and Amy Memis examine the Jewish 
values which argue for and against telling a patient about his/her terminal 
illness, and they conclude that the patient should be told. They base their 
argument on weighing Jewish values which conflict in this case, assigning 
different weights to some of them than traditional Jewish law does. They also 
reinterpret Jewish ideas of comfort and redemption to apply to this case [26], 
In Jacob and Zemer's Death and Euthanasia In Jewish Law, Mark 
Straitman argues that withdrawing or withholding nutrition and hydration from 
a person in a persistent vegetative state is justified because, using Maimonides' 
categories, the person no longer has a soul [34], Leonard Kravitz, in probing the 
distinction between active and passive euthanasia and claiming that it does not 
hold in modem medical settings, maintains that (active) euthanasia should be 
permitted if the patient has a terminal illness and uncontrollable pain [28]. Peter 
Knobel argues for the same conclusion, but on different grounds, invoking a 
“covenantal” approach to making these decisions rather than a strictly legal one 
[27], William Cutter offers an intriguing, literary and linguistic analysis of a 
talmudic precedent in which Rabbi Judah's handmaid interrupts his disciples' 
prayer so that Rabbi Judah's soul can expire (the assumption of the story being 
that their prayer was preventing him from dying). His point is to show the 
influence of narrative form on specific decisions regarding death and dying 
[11]. Walter Jacob investigates two other aspects of the issue of euthanasia, 
namely, the role of the physician and the definition of a “good” death, both of 
which lead him to open the door to active euthanasia [23], Moshe Zemer 
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reviews some of the current rabbinic opinions on brain death and organ 
transplantation, arguing strongly against Orthodox prohibitions of the latter 
[40]. The bode also includes a number of Reform responsa on this issue 
collected from the earlier, above-mentioned volumes. 

Finally, in Jacob and Zemer's The Fetus and Fertility: Essays and 
Responsa, Rabbi Walter Jacob points out the emphasis that the Jewish tradition 
puts on having children and says that, despite our new concern with women's 
rights, the demographic problems of the Jewish people must weigh more 
heavily upon us than personal considerations which might argue against having 
children [21]. Rabbi David Ellenson analyzes two contemporary Israeli 
Orthodox response about artificial insemination using the sperm of the husband 
(AIH). Rabbi Eliezer Waldenberg forbids it because it severs the relationship 
between the fertilized ovum and the couple to the point that there is even danger 
that other people's gametes might be intentionally used or unintentionally mixed 
up with the couple's [36]. In contrast, Rabbi Hayyim David Halevi permits both 
artificial insemination and pregnancy reduction if more than two or three 
fertilized eggs attach themselves to the uterus [20], Ellenson uses these 
responsa to point out that the tradition does not determine any one answer on 
many current bioethical issues and that Reform rabbis are most interested not 
in some of the technical issues which this procedure raises for Jewish law, but 
in the broader implications it has for the relationships among the people 
involved [15]. Rabbi Mark Washofsky uses Jewish responsa on abortion to 
illustrate his methodological point — namely, that the mechanical and 
“scientific” model of reasoning which Orthodox rabbis generally employ in 
coning to a legal decision misrepresents the decision as being objective, while 
legal reasoning in Jewish law is more accurately portrayed as an ongoing 
conversation, in which arguments are posed for one side or another and 
ultimately the rabbi must make a judgment about conflicting evidence and 
values, always conscious of the fact that he is doing so within and for a 
particular Jewish community. Indeed, since many rabbis will engage in the 
conversation, some issues will remain controversial even after Jewish legal 
analysis, while others will be settled matters of practice within the community. 
Washofsky thus applies a number of contemporary legal theories (Dworkin, et 
al.) to Jewish law [38], Rabbi Daniel Schiff examines the acceptability of 
methods of gender preselection and concludes that “at least as far as 
progressive Jews are concerned, the more efficient a sex preselection method 
becomes, the less tolerable it becomes”, because while couples may try to 
influence the gender of their child, they may not exert complete control over it; 
that is for God alone to do ([33], p. 118). Rabbi Judith Z. Abrams and Dr. 
Steven A. Abrams document the claim that medical research to decrease the 
instance of unhealthy fetuses and newborns requires the use of animals, and 
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therefore as long as the animals are treated humanely, which, they maintain. 
Federal guidelines already insure, the animals may be used [1]. Finally, Rabbi 
Moshe Zemer applies contemporary medical knowledge in examining talmudic 
sources on the congenital eunuch and concludes, as the Talmud does, that males 
bom with a given abnormality in their genitalia may nevertheless be able to 
father children when reaching adulthood [41]. 

Toward the Future 

While the Orthodox have preceded the more liberal movements in Judaism in 
responding to the challenges and opportunities of contemporary medicine, and 
while they still produce more literature in this area than the liberal movements 
do, the publications and Jewish legal activity in the Conservative and Reform 
movements make it clear that the Orthodox monopoly no longer exists. 
Moreover, an examination of the Conservative and Reform responsa reveals 
that the differing approaches of the three movements to Judaism in general has 
a substantial effect on their understandings and rulings regarding bioethics in 
particular. As a result, methodological issues are and will remain at least as 
important in future discussions of Jewish bioethics as substantive topics, 
indeed, the latter will depend on the former. In the end, the ultimate questions 
of method remain: How is a decision recognizably Jewish if it is not clearly 
linked to the tradition? On the other hand, how can the tradition give us moral 
guidance on these issues when so many of them arise in a context which the 
tradition could not even have known, much less rule, about? 

These issues are, of course, not a problem for Jews alone; the very novelty 
of contemporary medical procedures will force every tradition to grapple with 
these matters of method. Such issues, I predict, will become ever more pressing 
in the years to come as Jews and non- Jews attempt to discern God's will on the 
bioethical issues of today and tomorrow. 

University of Judaism 
Los Angeles, California 
USA 
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JUDITH A. GRANBOIS AND DAVID H. SMITH 
THE ANGLICAN COMMUNION AND BIOETHICS 



This essay describes developments in Anglican thinking chi selected topics in 
bioethics that have appeared since 1992. It highlights a variety of documents 
published by the member churches of the Anglican Communion or their 
judicatories in Australia, Canada, New Zealand, Scotland, the United Kingdom, 
the United States and Wales. 

I. UNDERSTANDINGS OF HEALTH AND HEALING 

Anglicans’ conceptions of health tend to embrace the whole person rather than 
limiting the focus to physical well-being alone. On end-of-life issues, for 
example, they reject an absolutist or vitalist stance and emphasizes the spiritual 
meaning of suffering and death. Perhaps it is consistent that they have not taken 
a clear position on the question of the definition of death. Anglicans’ approach 
to biomedical issues is fundamentally informed by an understanding of human 
beings as created and redeemed through the love of God, and their engagement 
with public policy issues surrounding the provision of health care is impelled 
by the demand all persons be treated with justice and respect. 

Against a backdrop of intense public discussion of health care and 
continued advances in medical technology. The Standing Commission on 
Health (Episcopal Church of the United States of America — ECUSA) began 
its 1994 repent with a theological statement exploring an Anglican approach to 
health care. In its report, submitted to the church’s 71st General Convention, 
the Commission described this essay as an invitation to discussion, expressing 
the hope that the dialogue “will be more than strident parties defending a rigid 
position, but rather the work of pilgrims seeking God’s kingdom and truth” 
([25], p. 289). The Commission pledged to invite specific groups to respond to 
the essay, which will be revised for the next General Convention in 1997. 

The Commission’s stated purpose is “to engage the Church, over time, in 
serious discourse about Christian social responsibility in the area of health 
care” ([25], p. 290). It asserts Christians’ obligation to participate in 
formulating public policy, notwithstanding the Constitutional separation of 
church and state, by repeating two of the questions asked of persons who seek 
baptism: “Will you seek and serve Christ in all persons, loving your neighbor 
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as yourself’ “Will you strive for justice and peace among all people, and 
respect the dignity of every human being?” 

The prescribed answer to both questions is, “I will, with God’s help”. That 
response impels Episcopalians into the arena of social policy, where, the 
Commission argues, it is essential for than to “give voice to the imperatives of 
Christ the Healer” as a counter to “those for whom health care is a mere 
commodity, and those in need of it considered to be only consumers” ([25], p. 
290). 

The report interprets the biblical story as an account of God the Creator 
“seeking to maid the broken creation” and cites a number of instances in which 
Jesus emphasized the importance of healing as one of the primary 
responsibilities of his followers. It traces historical Christian attitudes toward 
the sick, noting evidence of the tradition in The Book of Common Prayer , 
where the service for the “Ministration to the Sick” emphasizes God’s presence 
“in and for and to the sick person’” ([24], p. 291). 

As the fundamental assumption of the Christian approach to health care, 
the report emphasizes the beliefs that human life is infinitely valuable and that 
every individual is of “irreplaceable worth”, as attested by the Creation and 
Redemption. However, rejecting the value of mere biological existence, the 
report attributes the sanctity of life to human selfhood; “[w]hen that sacred, 
personal reality is gone, life in the sense in which God gives it is also gone” 
([25], p. 292). The report is silent on the criteria for the existence of “personal 
reality” and does not specify whether, for example, fetuses, the severely 
demented or those in persistent vegetative state qualify. In any case, the 
theological imperative for Christians is to build a society in which all people are 
cared for on the basis of their needs, rather than some notion of social worth. 

To the public discussion of health care. Episcopalians also can contribute 
a sense of the limits of medicine — an acceptance of human finitude. The report 
catalogues five fundamental goals for health care in a “good enough” society: 

That universal access to quality, cost effective, health care services be considered necessary for 
every one in the population, including those requiring long term care. 

That “quality health care” be defined so as to include programs in preventive medicine, 
where wellness is the first priority. 

That “quality health care” include interdisciplinary and interprofessional components to 
insure the care of the whole person — physiological, spiritual, psychological, social — in the 
community in which that person lives. 

That “quality health care” include the balanced distribution of human resources and not 
merely of financial resources, so that no region of the county is underserved by health care 
professionals, including primary care providers and nutses. 

That “quality health care” should include the treatment of incurably ill persons such that 
pain and distress are relived even if life is shortened. Followers of the crucified and risen Christ 
do not place highest value on mere biological existence ([25], p. 293). 
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General Convention adopted an amended resolution (A057a) that supported 
“universal access to quality health care, including preventive medicine, care of 
physiological, spiritual, psychological and social aspects and ensuring that no 
region of the country is underserved” 1 ([19], p. 23). It addressed prolongation 
of life issues in a separate resolution (see “Euthanasia”). 

II. NEW REPRODUCTIVE TECHNIQUES 

The Anglican Communion’s recent commentary on reproduction-related topics 
can be considered under three general headings: the status of human embryos 
and fetuses, the nature of marriage and the relationship of human responsibility 
and divine order. Sweeping pronouncements on all of these topics are 
characteristically rejected. 

Anglicans stress the respect due to the earliest forms of potential human 
life, but throughout the communion, pronouncements on assisted reproduction 
have been colored by consistent interest in the meaning of reproductive 
technologies in the context of marriage. Marriage is viewed as a bond between 
husband and wife designed for their mutual comfort and support; these 
relational aspects of marriage are valued as highly as the procreational. 

Some differences are apparent among the constitutive churches on these 
issues. In general, and allowing for some variations, Anglicans have endorsed 
employment of techniques of assisted reproduction within the marital dyad but 
have tended to express reservations about the introduction of third parties 
through the use of donor gametes and, especially, surrogate motherhood. In 
toms of the techniques of assisted reproduction, human ingenuity is celebrated 
as a reflection of divine providence, but church documents frequently caution 
against hubris and arrogance, stressing the need to seek God’s will in the 
application of technology. 



A. Status of the Embryo 

At the request of the General Synod of the Anglican Church of Canada in 1 989, 
Phyllis Creighton prepared a monograph, Suspended in Time: The Frozen 
Human Embryo, which was published in 1994. In his foreword, Michael G. 
Peers, Archbishop and Primate, commented, “Church reports are often thought 
to be rather dull documents, of interest only to those involved in the institution 
itself’. Creighton’s report, in contrast, “focuses on concerns of broad public 
interest that are being widely discussed” ([8], p. 5). Archbishop Peers pointed 
to a public debate that featured Proceed With Care, the 1993 report of the 
Royal Commission on New Reproductive Technologies, and to the 




96 



JUDITH A. GRANBOIS AND DAVID H. SMITH 



announcement that an American scientist had succeeded in cloning human 
embryos. 

Creighton’s report was originally planned as the group project of a task 
face convened to study issues related to the disposition of frozen embryos, at 
the invitation of the Doctrine and Worship Committee of the Anglican Church 
of Canada. Various difficulties prevented the task force from producing its 
position paper, and Creighton describes Suspended in Time as “a personal 
repot” — which, however, was officially commended by the church’s National 
Executive Council in 1993. 

Creighton begins by exploring various claims for the moral status of human 
embryos, emphasizing the thought of Roman Catholic and Anglican 
theologians. Briefly summarized, rival theories attribute human status to the 
embryo from the “moment” of conception or at some later point. Some scholars 
(e.g., Richard McCormick) identify that point as the achievement of 
individuation with the appearance of the primitive streak at fourteen days of 
gestation; others argue that the criterion for human status is the development 
of the cerebral cortex. Creighton herself adopts the “intuitive and 
commonsense” viewpoint that the human being begins with the penetration of 
egg by spam, creating a unique genotype that then autonomously continues its 
own development. She endorses the Anglican view that “unborn life has a high 
but not absolute value” and endorses research uses of “spare” embryos (those 
created through in vitro fertilization but not used to achieve pregnancy) if the 
research “could be accomplished in no other way and might yield knowledge of 
wide benefit”. She rejects the creation of human embryos specifically for 
research purposes as “morally repugnant” ([8], pp. 15-16). 

Tracing relevant legal precedent and public policy in the United States, the 
United Kingdom, Australia, Germany and Canada, Creighton asserts, “[T]he 
Anglican Church of Canada has resisted the downgrading of the unique worth 
of human life at its earliest beginnings and has never accepted that lesser 
protection be afforded it by adopting a developmental attribution of value” ([8], 
p. 19). She stresses the need for public monitoring and participation in the 
direction of research on human embryos to avoid the commercialization and 
“the total instrumentalization of embryonic life” ([8], p. 21). 

Creighton’s discussion of scientific experimentation on embryos identifies 
a number of worthy goals, including “the understanding of basic questions 
related to human cell division, ageing, and cell differentiation. . . studying 
hormonal and other influences that promote implantation of embryos; the 
development of a contraceptive vaccine ([8], p. 24). She explores some of the 
ethical issues related to preimplantation diagnosis, citing support for IVF- 
related research from Anglicans including G. R. Dunstan and John Habgood, 
the Archbishop of York. She takes note of the fact that destruction of embryos 
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at whatever stage will be problematical for those who hold an absolutist view 
of their moral status. Her own view is that “only the gravest . . . conditions” 
justify the elimination of fetuses diagnosed with genetic disorders ([8], p. 25). 

Citing Anglican opposition to toxicological and pharmacological research, 
she describes as “morally repugnant” the notion that spare embryos might be 
regarded as the source of replacement tissue for their siblings. However, she 
would permit research cm embryos to develop contraceptive vaccines, arguing 
that the practice might be justified by the moral principle of double effect and 
the need to address the world’s population crisis. Creighton expresses concern 
about the potential for “positive eugenics to improve the human race”; she 
doubts that humans have the wisdom to define “desirable” traits and questions 
the use of germ line genetic therapy that will affect future generations. 

Finally, Creighton speculates cm broader questions related to social context 
and the slippery slope. She cites feminist critics of IVF, who have criticized the 
success rate of the procedure; its risks for to women (possibly including 
predisposition to ovarian cancer) and children (e.g., multiple births); its 
financial cost; and its displacement of more effective approaches to infertility 
that stress prevention. Describing enthusiasts’ goal of “the designer child”, she 
speculates on the impact of pre-implantation diagnosis on social attitudes 
toward persons who suffer from genetic disorders, the spectres of mandatory 
screening and controlled reproduction, and the divorce of procreation and sex. 

What contribution can Christian faith make to these issues? Creighton 
responds. 

In the new biorevolution we confront again the ambiguous task of defining the matching terms 
of the freedom-nature equation. Created free, in the divine image, we have been given special 
responsibility for the created order. Intervention in nature is part of our very human nature. But 
the principled limits to the technological power within our grasp must be identified. Our tradition, 
as Christians, warns us of the sin of hubris. The church rightly hesitates to denounce new 
scientific research, remembering the Galileo chapter in its history. . . . Assuming ultimate power 
to reshape the roots of our being is arrogance, not wisdom, for humankind ([8], p. 32). 

Creighton summarizes Catholic theologian Joseph Fuchs’ suggestion “that 
amongst the diverse possibilities for our self-development, for which God 
makes us responsible, we must choose those that serve the good of the human 
person, that enhance our wholeness and dignity, that make us and our life more 
fully human, for these alone will bring us the development that proceeds from 
God” ([8], p. 32). She concludes, 

We know that our procreative powers are a gift from God and that every human life is of 
inestimable value, so we must strive for the fullest respect for the embryo as the earliest life form 
of humanity, reject reductionist notions of it as mere tissue, oppose its consumption by adults or 
children for prolonging their own lives, protect it in its frozen state of suspended animation. 
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Through faith we must steady our gaze on the fundamental human values ([8], p. 32). 

B. Donated Ovarian Tissue 

Both the Church of England and the Church in Wales’ Diocese of Monmouth 
responded to the Human Fertilisation and Embryology Authority’s Consultation 
(Hi Donated Ovarian Tissue in Embryo Research and Assisted Conception. 

The statement of the Board for Social Responsibility of the Church of 
England pointed to its publication Personal Origins (1985), which explored 
theological and moral issues raised by scientific advances in fertilization and 
embryology, including the nature of marriage, the role of children in the family 
and the issues related to donated gametes. A majority of the board accepts 
gamete donation as fulfilling one of the “ends” of marriage, provided that the 
donor is fully informed and participation is voluntaiy and that donation is “free 
from financial awards and inducements” [2]. 

The statement described the board’s ambivalence over the creation of 
embryos for experimentation. Some members consider the practice justified by 
its potential to alleviate human suffering; some are opposed in all 
circumstances; some fear “undermining respect for human life” but accept 
research on “spare” embryos. A majority opposes the use of donated ovarian 
tissue to create embryos for experimental purposes. 

The board unanimously rejects the use of fetal ovarian tissue for treatment. 
Its concerns are based first on “the effects on the child of knowing that its 
genetic ‘mother’ had not existed as a person, and by virtue of abortion that the 
‘mother’ had been unwanted”. Additional contraindications are the possibility 
that abnormalities may be transmitted and the difficult issues of consent that 
surround the proposed practice. If transplantation of fetal ovarian tissue is 
permitted, the board urges as “essential” the recommendations of the 
government-appointed Polkinghome Committee on the Research Uses of Foetal 
Tissue: that consent for the donation of fetal tissue must be separated from the 
decision to abort and that the consent of both genetic parents must be required 
for donation. 

For donations of cadaveric tissue, the board argues that donors’ consent 
must be provided specifically for the use of ovarian tissue and must specify 
whether the tissue is to be used for research or therapy, and that donors must 
receive counseling. It opposes the use of ovarian tissue from cadavers of 
minors. The board supports efforts to increase the supply of ova from live 
donors, provided they are fully informed and consent voluntarily, but does not 
endorse payment. The majority opposes the deliberate creation of embryos for 
research. 

The statement issued by the Diocese of Monmouth identified three ethical 
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issues raised by the HFEA’s document: “the status of the human embiyo, the 
implied ‘right’ to reproduce, and the relationship between marriage and 
parenting” ([10], p. 1). It calls for “profound respect” for human embryos and 
fetuses based on their potential human personhood and rejects their use for any 
end that is not in their interest. It rejects creation of embryos except for 
reproduction and rules out research on embryos beyond fourteen days of 
gestation. The response rejects the notions that individuals have an inalienable 
right to reproduce and that society has an obligation to assist infertile couples: 
“A child is a gift, not a possession; and becoming a parent is not essential to a 
person’s fulfillment” ([10], p. 1). 

The response affirms the bond between marriage and parenting, which, it 
asserts, is weakened by the introduction of third parties and medical 
intervention into the reproductive process. It approves as morally permissible 
the use in research of ovarian tissue from live donors, cadavers and fetuses 
“provided that such ovarian tissue is readily available, that appropriate and 
specific consent is given, and that there is an absolute distancing between such 
research and the procurement of abortions” ([10], p. 1), but it rejects the 
therapeutic use of ovarian tissue from an aborted fetus on the grounds of the 
risk of fetal abnormality, the invasiveness of abortions performed after 20 
weeks and the need for further research on animals. Finally, it asks, “How can 
a ‘non-person’ be used to provide genetic materials for a ‘person’?” ([10], p. 
2 ) 

The statement also raises issues of consent, questioning how parental 
consent to terminate a pregnancy in order to harvest ovarian tissue could be 
construed as in the best interest of the fetus, and insisting on the consent of both 
genetic parents for donation. The impact upon a child of knowing that its 
genetic mother was an aborted fetus is noted. Finally, the statement approves 
donation of ovarian tissue from mature live donors or cadavers, assuming the 
donor has previously bom a healthy child. 

C. Assisted Reproduction 

In 1993, the Committee of Social Responsibility, Diocese of Gippsland 
(Anglican Church of Australia) published a one-page discussion paper on 
surrogacy in which it asserted a stand “in opposition to any form of surrogacy”. 
The document notes that this position may expose the committee to charges that 
it lacks “compassion, love and support for those couples who unfortunately are 
unable to have a child by normal means and hence are encouraged to seek 
alternative methods of overcoming their personal difficulties”. The committee 
questioned the “means employed to satisfy [the right to have a child]”. In 
support of its position, the document cites the negative recommendations of 
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nine of die ten Australian federal and state Committees of Inquiry into the issue. 
It also notes the unanimous 1991 agreement of Australian Health and Welfare 
Ministers that surrogacy should be banned, a conclusion supported by the 
Anglican Church of Australia’s Social Responsibilities Commission among 
other organizations, both secular and religious. 

The Committee based its objections to surrogacy on two grounds. First, the 
child’s rights are subordinated; “[t]he child is created to meet the needs of 
others” including the prospective parents and “medical and commercial 
interests”. Second, the Committee noted “ample evidence” of psychological 
harm to women who act as surrogates. 

In addition, the Committee cited a number of difficult questions raised by 
surrogacy. What happens in cases of multiple births, children bom with 
disabilities, abortion, miscarriage, death of one or both social parents, or 
inability of the mother to surrender the child? Finally, the Committee pointed 
to the irony that children overseas or disabled children could be adopted or 
helped with funds allocated to reproductive technology. The document 
concludes by “express[ing] opposition to any form of surrogacy” and calls for 
a moratorium on “further developments in reproductive technology, especially 
in relation to surrogacy, until these questions are resolved” [1 1]. 

Another comment on issues related to assisted reproduction originated from 
The Social Responsibility Commission of the Anglican Church of New 
Zealand, which responded to Assisted Human Reproduction: Navigating Our 
Future, a government report issued by the Ministerial Committee on Assisted 
Reproductive Technologies. One of the committee’s two members was W. R. 
Atkin, Reader in Law at Victoria University of Wellington, who is also a 
member of the Social Responsibility Commission. The 1 18-page government 
report surveyed the current scene in New Zealand and abroad with regard to 
assisted reproduction and made a number of public policy recommendations. 
It called for the establishment of a new advisory and monitoring entity, to be 
called the Council on Assisted Human Reproduction; it recommended 
accreditation for professionals who provide assisted reproduction; it endorsed 
current policies of open access to genetic and birth information in gamete 
donation and recommended appropriate legislation to ensure disclosure; it 
called for discouragement of underground and international surrogacy 
arrangements and rejected the option of criminalizing surrogacy. 

The Social Responsibility Commission did not submit a formal response 
to the report but forwarded comments by two persons. The Rev. Helen Jacobi 
called for churches to be represented on any organization established to monitor 
assisted reproductive technologies in New Zealand. V. J. Hartfield stressed the 
importance of preventing infertility caused by sexually transmitted diseases, 
calling for sex education in early adolescence and urging the church to take an 
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active role in promoting chastity and fidelity. Defining surrogacy as “adoption 
started earlier”, Hartfield assigned “ownership” of embryos to prospective 
parents and argued that they should be allowed to assign “spare” embryos to 
provider institutions, which could effect transfers to other parents; embryos 
should not be conceived other than for reproduction and “consent cannot 
ethically be given to experiment upon a human embryo where this means 
damage or destruction of that embryo”. The comment rejected gamete donors’ 
claims to embryos by drawing an analogy: “In organ transplantation and blood 
transfusion the donor ceases to own their donated material”. Attributing the 
beginning of “full personhood and therefore an absolute sanctity for life” to the 
instant when an infant takes its first breath of air, Hartfield argues “Before that 
time, the conceptus, embryo and fetus must be treated with care and respect as 
a potential human being”. 



D. Sex Selection 

The Board for Social Responsibility, an advisory board of the General Synod 
of the Church of England, responded to a Public Consultation Document on Sex 
Selection issued by the Human Fertilisation and Embryology Authority. The 
Board’s statement, dated May 1993, expressed concern over the lack of 
controls on the “integrity and standards” of sex selection clinics and urged 
future supervision by the HFEA “to ensure that people are not exploited, that 
no false claims are made as to what might be achieved, that sufficient account 
is taken of the welfare of the child bom as a result of the practice, that adequate 
standards of practice are maintained and that any such service is backed by 
appropriate counseling” [2], 

The response went on to address four specific questions raised in HFEA’s 
document. First, the board examined the issue of “whether sperm sorting and 
timing of insemination for sex selection per se are desirable techniques”. 
Although the board found nothing inherently wrong with either technique, it 
found they are “not desirable”, given their current 80% success rate and the 
need for an abortion if sex selection fails to avert a sex-linked disease or 
disorder. If the success rate improves to 100%, however, pre-implantation and 
prenatal diagnosis could be avoided; in that case, the techniques would become 
“desirable”. 

Second, the board took up the question of sex selection for social reasons, 
concluding that it is not necessary and that many members felt it is not 
desirable. Gender is not a disease, but a “natural aspect of creation”. A 
preference for one sex may imply inequality between the sexes, “which 
contradicts our belief that all individuals are equal in the sight of God”. The 
document states a concern that defining the sex of a child as a matter open to 
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human choice, rather than God-given, may result in children being regarded as 
commodities to be chosen, rather than as gifts to be accepted. An additional 
concern is the potential for imbalance in the sex ratio. A minority defended the 
practice. 

Third, the board asked whether medical or social circumstances justify 
sperm sorting ex timing of insemination and again found improved success rater 
might make these techniques appropriate for sex selection on medical grounds. 
A majority found sex selection unacceptable on social grounds. 

Finally, the board considered sex selection by pre-implantation testing. It 
found telling arguments against the acceptability of this technique in its low 
success rate and the costs of the testing itself and the IVF required for pre- 
implantation testing. 



III. ABORTION 

The Anglican Communion is unlikely to speak with a single voice on any issue, 
and abortion is one on which member churches have differed on some points. 
Anglicans generally consider abortion a morally grave act, but they do not 
preclude it in all circumstances. The church clearly endorses the use of artificial 
contraception, both to enhance parents’ ability to care for their children and to 
address overpopulation, and regards responsible family planning as consistent 
with the “goods” of Christian marriage. Although variation is visible on this 
issue, Anglican writers tend to oppose “abortion on demand” but to regard 
abortion as permissible in some cases, usually including risk to the mother’s life 
or health. Some churches have emphasized the need to respect individual 
conscience in this conflicted area and have opposed legislation that would 
abridge a woman’s right to make an informed decision whether to terminate a 
pregnancy. Many writers have called for social policies that support women in 
order to reduce the likelihood that they must confront a choice often described 
as “tragic”. 

In 1993, the Board for Social Responsibility of the Church of England 
published Abortion and the Church, a 31 -page booklet. In his preface. 
Chairman David Liverpool cites areas of agreement between the Roman 
Catholic and Anglican churches, including shared concern over the 
unacceptably high number of abortions and failure to address the need to 
prevent unplanned pregnancies. He concludes by calling for Christians to 
support educational programs that “enable people. . . to make informed and 
responsible choices based on an appreciation of their own God-given dignity 
and a respect for the dignity of others. It is only when we place the issue of 
abortion in the context of the real life experiences from which the demand for 
it arises that we shall be able to make known in our times the meaning of God’s 
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judgement and mercy” ([1], p. 5). 

The report begins by noting the difficulty and complexity of the issues 
surrounding abortion and states a goal: “As we reflect chi the way in which our 
faith informs our judgment it seems important to remember the human reality 
at the heart of all the debates. . . This paper seeks to set out as clearly as 
possible some of the issues which face those who would bring the light of the 
Gospel to shine on that painful reality” ([1], p. 7). 

Under the 1967 Abortion Act, British law permitted legal abortion when 
continuation of the pregnancy posed greater risks to the pregnant woman’s life 
or physical or mental health, or to the physical or mental health of existing 
children in the family, or in cases where the child, if bom, would be seriously 
handicapped. The Act did not set a time limit on abortions. Passage of the 
Human Fertilisation and Embryology Bill imposed a 24-week limit effective 
1991 except for abortions performed to save the life of the pregnant woman or 
for fetal indications. Quoting statistics from The Lancet, the report noted a 
“dramatic decrease” in maternal mortality and morbidity and the removal of 
stigma and fear associated with illegal abortions that were performed before 
passage of the 1967 legislation. However, the number of abortions performed 
annually rose from 100,126 in 1976 to 170,454 in 1989, and some income- 
based discrimination in the provision of abortion services has become apparent. 
In contrast to the highly politicized public debate in the United States, British 
governments of all parties have viewed abortion as an issue for private 
conscience, and the authors foresee little support for “tightening” a law that 
provides for abortion virtually on demand. 

“The law”, the authors conclude, 

is a very uncertain instrument for carrying out moral and social engineering. The experience of 
past attempts to reform the law on abortion suggests that well-intentioned campaigners can 
produce muddle and worse. The fact that abortion tends to attract ‘absolutists’ makes it a 
particularly difficult subject for legislation ([1], p. 11). 



The authors cite the experience of Canada, which has had no abortion law since 
1988, when the Canadian Supreme Court struck down the existing legislation. 
However, the number of abortions has not increased, and abortion providers 
apparently have imposed de facto time limits of 12 to 16 weeks. On the other 
hand, exceptions to legal prohibitions of abortion — “and the Church of 
England’s view has been that some limited exceptions are called for” ([1], p. 
12) — tend to be stretched by judges and other interpreters. 

According to the authors, the debate over abortion “is very complex 
because a number of strands from moral philosophy are inextricably 
intertwined. . . [and] profound issues of metaphysics are interlocked too” ([1], 
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p. 12). Christians view life as a gift of God and sanction the taking of life only 
in exceptional circumstances. Christians believe “true freedom . . . consists in 
allowing God’s truth to guide us so that we are empowered to help build the 
Kingdom for whose coming Jesus taught us to pray” ([1], p. 13). These views 
will lead the church to seek to infuse the abortion debate with a deeper 
understanding of freedom and to offer support to those involved in agonizing 
abortion decisions. 

The profound and divisive differences among the sides to the debate are 
epitomized in the dispute about fetal personhood. The notion that a fetus 
gradually acquires personhood during gestation, while strengthened by 
developments in embryology, leads to inconsistencies in practice. Reviewing 
General Synod resolutions and comments made by the Board for Social 
Responsibility, the authors summarize the church’s views: 

[T]he Church of England. . . 

1 . believes that all human life, including life developing in the womb, is to be protected. 

2. views with great concern the large number of abortions being carried out under the current 
legislation. 

3. regonises that there are situations in which abortion can be justified ([1], pp.16-17). 

Taking a middle way, the Church of England endorses neither the “relatively 
liberal” approach enunciated in Abortion Reconsidered, published by the 
Methodist Division of Social Responsibility in the 1970s, nor the “Roman 
Catholic absolutist position on the subject” ([1], p. 17). 

Evaluating the church’s role in the public policy debate, the report points 
out two pitfalls. First, Christians may stress their minority position in a pluralist 
society to the point that “they are perceived as having nothing to say”. On the 
other hand, they may overestimate their ability “to persuade Parliament and 
public opinion that their view should be made mandatory for a society that is 
manifestly no longer primarily Christian in its belief or practice” ([1], p. 17). 
Nevertheless, Christians and others may be distressed by the widespread 
acceptance of abortion, the debate’s silence on moral issues, “consumerist” 
views of children and the possibility that support will be withdrawn from “those 
who had a ‘choice’ (but decided to keep their handicapped child)” ([1], p. 18). 
On the last point, the authors comment, “The Christian commitment to bearing 
one another’s burdens must lead the Church to resist anything which so violates 
its belief that we enjoy a common humanity in which all are equally created by 
God and redeemed by his grace as an undeserved gift in Christ” ([1], p. 18). 
In terms of the church’s future role, the report recommends, 



If the Church wishes to influence public policy rather than merely engage in prophetic 
denunciation it will need to pay careful heed to questions of tone, for tone and style are important. 
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. . . The Church must stand for life and for the celebration of the fact that God loves everyone 
unconditionally, and not just those who live ordered lives. [T]he Church can. . . provide an arena 
in which honest disagreement about the implications of that fact can be worked through ([1], p. 
19) 

The authors call for teaching informed by the practical experience of medical 
care givers and researchers, teaching that 

must show clarity of mind and faithfulness to the Gospel. . . [and] the compassion which Jesus 
expressed in basing his forgiveness of sin on understanding and love. A serious commitment to 
reducing the number of abortions will involve a commitment by Church and society to the 
creation of conditions in which women do not want to seek abortions. It is to that task that a 
major effort by Government, voluntary organisations, and Churches should now be directed ([1], 

p. 18). 

Abortion and the Church also contains appendices that offer details of Church 
of England statements on the issue since 1965 and a discussion of the 
abortifacient RU 486, licensed in Britain since 1991. 

The booklet provided background for the General Synod’s discussion of the 
issues. In February 1993, the General Synod of the Church of England passed 
a resolution chi abortion, which deplored the number of abortions as 
“unacceptably high for a procedure which should not be undertaken lightly but 
only after the most serious moral reflection”. The statement called on church 
and society to reduce the demand for abortion by creating “a caring climate in 
which real alternatives to abortion are available” and by developing 
“educational programmes which promote understanding of human sexuality and 
relationships”. It called for support of the medical profession in ensuring that 
abortions are performed as early in pregnancy as possible and urged that 
“serious foetal handicap” be strictly defined as “those conditions where survival 
is possible only for a very short period”. Finally, the resolution recognized the 
responsibility of the Church “to offer spiritual, moral and practical support to 
those who have to meet the challenge and bear the burden of parenthood in 
difficult circumstances”. 

These conclusions are consistent with thinking in the Church of England 
over the past several decades. They reflect continued acceptance of the United 
Kingdom’s relatively permissive laws governing abortion, although the 
church’s acceptance may be becoming more reserved. 

The Diocesan Social Questions Committee of the Diocese of Murray 
(Australia) also issued a report on abortion in 1993. In its introduction, the 
Committee summarized its approach: “The report attempts to come to grips 
with two opposing positions on Abortion i.e. ‘abortion on demand’ and 
‘absolute prohibition’ and implicitly recognizes that no-one, irrespective of 
their position on the spectrum of opinion, welcomes the thought of an 
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Abortion” The Committee begins by rejecting reductions of the abortion debate 
to two points of view, emphasizing the spectrum of opinion on the issue. It 
characterizes a range of “intermediate positions”. Some, basing their 
distinctions on the circumstances of conception, would allow abortion in cases 
where pregnancy results from rape or incest; others would permit abortion in 
cases where a child would be bom with illness or disability or stress the well- 
being of the mother. The Committee notes the significance for the debate of 
various views about when life begins. Whether one reasons from scriptural 
prohibitions against murder or the sacredness of human life, the moral status 
of the embryo or fetus is crucial. The report points to historical precedents that 
extended increasing protection depending on fetal development. However, the 
Committee concludes, “[F]or the purposes of this paper our position is that all 
human life commences at conception” ([12], p. 5). 

The issue that is whether abortion is permissible to prevent the death of or 
serious harm to the mother. The Committee outlines three possible responses 
to that question: 1) “that fetal life is inviolate”; 2) that in cases where either or 
both mother and fetus will die, “[n]ormally the mother’s life will emerge as 
having the priority”, but abortion may be considered only as a last resort (This 
protection extends beyond actual threats of death to situations in which “an 
innocent party is being deprived of his liberty or sanity or some other right 
which the social conscience in line with biblical teaching regards as 
fundamental”.); and 3) “that the foetal stage of human growth is a potential 
stage of human life” and hence the fetus has weaker claims than the woman. 
The Committee concludes, “We believe that foetal life is human life and only 
when that life itself constitutes a threat to the life of the mother or seriously 
threatens her mental or physical health can an abortion be considered to be 
permissible” ([12], pp. 5-8). The report goes on to enumerate examples of 
conditions in pregnancy that would constitute “a serious threat to the mother’s 
health”, including severe heart disease, post-partum psychosis and AIDS, and 
the Committee urges a “prompt and caring” pastoral response to post-abortion 
anxiety and remorse that may develop. 

Pointing out the double standards of society and the irresponsible attitudes 
of some men, the Committee describes reasons for opting for abortion, some 
due to social pressure and others “simply decisions of convenience” ([12], p. 
10). The report lists “negative results” of abortion but does not provide 
information on their likelihood or mention the risks associated with pregnancy 
([12], pp. 10-1 1). In discussing the role of the church, the Committee stresses 
the need for “nonjudgmental support”, regardless of the woman’s decision, 
beginning with education and counseling and including advocacy for private 
and government funding. Finally, the Committee recommends that the diocese 
“investigate ways of providing financial support to women or families in need 
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as a result of unwanted pregnancies” ([12], p. 14). Appendices to the report 
include information on methods of abortion; 1958 statements from the Lambeth 
Repots 2 on sexuality, marriage and abortion; discussions of human deformity, 
conception through rape or incest and abortions for psychiatric indications; a 
list of resources; and study questions. 

In the United States, in preparation for the 1994 General Convention, The 
Standing Commission cm Health (ECUSA) also revisited the issue of abortion. 
The Commission proposed a resolution (A054) that expressed “unequivocal 
opposition to any legislation on the part of the national, state or local 
government that would abridge or deny the responsibility of individuals to reach 
informed decisions in the matter of abortion and to act according to conscience” 
([25], p. 300). General Convention adopted the resolution, apparently adding 
language that endorsed an affirmation of the sacredness of human life adopted 
by General Convention in 1988 ([19], p. 23). 

The 1994 General Convention adopted two additional resolutions related 
to abortion. The first (D091a) deplored forced abortions and sterilizations in 
China and called upon the U. S. government to consider requests for asylum by 
pregnant Chinese citizens and their families. The second (D105a) commended 
church members’ ministry through pregnancy care centers ([19], p. 21). 

IV. EQUITABLE ACCESS TO HEALTH CARE 

In its statement on health. The Standing Commission on Health (ECUSA) 
stressed the importance of universal access to high quality health care (see 
“Understandings of Health and Healing”). 

V. EUTHANASIA 

Consistent with the communion’s characteristic rejection of absolutist 
positions, Anglicans do not elevate personal autonomy to the exclusion of all 
other values. The Anglican Communion has not embraced current proposals for 
the legalization of physician-assisted suicide, for example. For Anglicans, 
human freedom is never absolute but must be understood in terms of obedience 
to God’s will and the possibility of divine grace. Life is seen as a gift from God; 
thus, human beings may not dispose of their lives as they wish. The defense of 
responsive freedom is coherent with somewhat cautious Anglican attitudes 
surrounding the use of techniques of assisted reproduction at the beginning of 
life. 

At the same time, however, the church clearly sanctions individuals’ 
decisions to decline treatment at the end of life, and American Anglicans have 
strongly endorsed the use of advance directives. A vitalist view rejecting 
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“allowing to die” attracts few Anglican supporters, but the hospice movement 
enjoys widespread support among Anglicans. Within the communion the 
conviction is widely held that individuals should be able to die with dignity, free 
from pain as far as possible and free from unwelcome attempts to prolong more 
physical life. Moral and spiritual support for the (tying are regarded as a 
fundamental obligation of the church. 

In August 1993, the Church of England’s House of Bishops and the Roman 
Catholic Bishops’ Conference of England and Wales made a joint submission 
to the House of Lords Select Committee on Medical Ethics. The terms of 
reference for the inquiry encompassed decisions to withhold treatment and 
“whether and in what circumstances actions that have as their intention or a 
likely consequence the shortening of another person’s life may be justified on 
the grounds that they accord with that person’s wishes or with that person’s 
best interests” [5]. 

The joint submission began by sounding familiar themes in Anglican 
commentary on these issues, affirming the belief that human life is a gift from 
God and is to be “revered and cherished”; that human beings must be valued 
“irrespective of age, sex, race, religion, social status or their potential for 
achievement” and that the vulnerable deserve “special nurture and protection”. 
Noting the significance of a network of relationships for human identity, the 
document asserts that “[a]ll decisions about individual lives bear upon others 
with whom we live in community” and, therefore, “the law relating to 
euthanasia is not simply concerned either with private morality or with 
utilitarian approaches”. It rejects the notion of absolute individual autonomy 
and contends that society must defend its vulnerable members even at the 
expense of “limiting the freedom of others to determine their end”. The bishops 
define as false the contrast between Christians’ views and others’ assertion of 
a right to control their own deaths, pointing out that neither the Roman Catholic 
nor the Anglican church insists that the dying must be kept alive by any 
available means for as long as possible ([5], p. 1). 

Defending an individual’s right to refuse treatment, the bishops reject the 
need for legislation to allow euthanasia. They consider the “overriding 
principle” to be “respect for the life of a vulnerable person” ([5], p. 2). They 
argue that “the right of personal autonomy cannot demand action on the part of 
another”, and that it would be difficult to determine whether a decision to die 
was truly voluntary or whether it was due to depression or pressure from 
physicians trying to manage scarce resources or from families who wished to 
be free of the burden of a sick member ([5], p. 2). 

The bishops affirm, “[B]oth churches are resolutely opposed to the 
legalisation of euthanasia even though it may be put forward as a means of 
relieving suffering, shortening the anguish of families and friends, or saving 
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scarce resources”. They distinguish between killing and “letting die”, 
sanctioning the shortening of life (foreseen but not intended) as a result of the 
administration of pain-killing drugs, e.g. They reject the notion that physicians 
must “prolong life by all available means”, and they rather support treatment 
that is “‘proportionate’ to the therapeutic effect to be expected” ([5], p. 2) and 
thus is not excessively painful, costly, risky or intrusive. The document rejects 
the imposition of blanket rules for withdrawal of artificial nutrition and 
hydration. 

Asserting physicians’ “duty of care”, the bishops express concern that the 
availability of euthanasia may undermine the physician-patient relationship. 
Although they acknowledge the value of advance directives in enabling 
discussion of patients’ wishes for future care, they consider such documents 
“only advisory”, and they reject legal enforcement on the grounds that new 
treatments may become available and that difficult medical judgments would 
be required to determine when such directives would take effect. They state that 
advance directives should not call for illegal action or for withdrawal of 
artificial hydration and nutrition. 

Acknowledging Christians’ important contributions to the hospice 
movement, the bishops call for dissemination of hospice philosophy and 
experience. The document concludes, “Our duty is to be with [the dying], to 
offer appropriate physical and spiritual help in their anxiety and depression, and 
to communicate through our presence and care that they are supported by their 
fellow human beings and the divine presence” ([5], p. 4). 

The Anglican Diocese of Sydney also commented on euthanasia, publishing 
a leaflet in 1993 entitled “A Gentle Death? A Christian View of Euthanasia” 
[22]. As the title implies, the pamphlet questions the practice; it makes similar 
points to those of the Church of England’s joint submission. The authors 
express concern that the line between voluntary and nonvoluntary euthanasia 
may be blurred and raise the issue of decisions for persons unable to give “fully 
conscious and informed consent”, such as impaired newborns or comatose 
patients. They contrast the “humanist” position, which supports individuals’ 
autonomous decisions to end intolerable suffering through a quick and painless 
death, with the Christian perspective, which views life as a gift from God and 
holds that God alone may end a life. They argue that human life retains its 
dignity and sanctity “even when blighted by evil or marred by disease or 
disability”. In this view, euthanasia is an abandonment of the obligation “to 
love our neighbor and to care for the weak”. 

The pamphlet distinguishes active euthanasia from unintended hastening 
of death through palliative care or withdrawal of futile treatment, stressing the 
sig nificanc e of care for the whole person. Endorsing the hospice philosophy, the 
authors conclude, “Rather than justifying killing, the distress of a patient 
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demands from us greater efforts to relieve pain and discomfort”. 

The pamphlet cites potential dangers of euthanasia: pressure on families or 
individuals to opt fa* death in the absence of adequate resources, interpretation 
of suffering as solely a negative experience, the danger that quality of life 
considerations could decide individuals’ claims to life, and deleterious effects 
(Mi the doctor-patient relationship. The pamphlet concludes with an appeal to 
“the Christian hope” at the time of death, hope for a peaceful conscience and 
confidence in eternal life. 

In addition to its introductory essay, the 1994 report of The Standing 
Commission on Health (ECUSA) also drew attention to issues related to 
prolongation of life. The report pointed to the eight-point policy adopted at the 
preceding General Convention ([16], pp., 383-384), which was generally well- 
received. (See [13], p. 106) However, the second guideline has attracted some 
criticism. It reads: 

... it is morally wrong and unacceptable to intentionally take a human life in order to relieve the 
suffering caused by incurable illness. This would include the intentional shortening of another 
person's life by die use of a lethal act of medication or poison, the use of lethal weapons, 
homicidal acts, and other forms of active euthanasia ([16], p. 383). 

The Commission proposed an additional resolution (A056), which was adopted 
by the 1994 General Convention ([19], p. 23): 

Palliative treatment to reduce the pain of persons with progressive incurable illnesses, even if 
done with the knowledge that a hastened death may result, is consistent with theological tenets 
regarding the sanctity of life ([25], p. 296 ). 

The Social Responsibilities Committee of the Diocese of Adelaide 
(Anglican Church of Australia) also considered euthanasia, issuing a 
“Reference Paper on Euthanasia” in August 1991. In the introduction, the 
authors observed, “Moves for the legalisation of voluntary euthanasia raise real 
difficulties for Christians because we hold that all life is a precious gift from 
God and that human life is sacred since we are made in God’s image” ([23], p. 
1). The Committee began by summarizing the recent debate, tracing the 
formation of the Euthanasia Societies in England and the United States in the 
1930s, the outrages of the Nazis, post-war developments in England and the 
formation of the Australian Voluntary Euthanasia Society in 1974. 

The report reprinted a letter from “Libra’s Child”, a 74-year-old woman, 
which was initially published in the Sunday Mail (Adelaide) on July 24, 1990. 
The writer described her unbearable loneliness and stated her conviction that 
“God has placed the means of coping with loneliness and uselessness in our 
own hands, and it’s up to us to help him out, cleanly, and without fuss”. The 
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Committee expressed the belief that “Libra’s Child” was suffering from 
depression, “which could be alleviated by medical treatment and/or a caring 
community such as a church” ([23], p. 3). 

The report described the development and present practice of euthanasia 
in the Netherlands and the current situation in South Australia. When the 
Natural Death Act was passed in 1983, allowing patients to refuse 
“extraordinary measures” in medical treatment in certain circumstances, the 
Most Rev. K. Rayner, Archbishop of Adelaide, addressed the issues. 
Archbishop Rayner pointed to the distinction drawn by Christian ethicists 
between euthanasia and the withdrawal of artificial life support systems. 
“Euthanasia”, he wrote, “whether chosen by the patient himself or by others, 
is unacceptable to the Christian conscience” ([23], p. 7). He warned of “grave 
long-term consequences for mankind” if euthanasia gained acceptance and 
questioned the need for legislation, arguing that consultation between physician 
and patient on these matters may be adequate. He enumerated “difficulties of 
principle” raised by the proposed legislation, including binding decisions that 
do not take account of changes in an individual’s point of view over a lifetime, 
a preference for “developed and tested conventions” over “rigid statute law”, 
and the difficulty of determining that an illness is terminal ([23], pp. 7-8). The 
report notes that current South Australian law decriminalizes suicide but states 
that “A person who aids, abets or counsels the suicide of another. . . shall be 
guilty of an indictable offence” ([23], p. 8). It cites advances in pain control and 
describes the experience of seven Anglican hospital chaplains and current study 
of the question by the Australian Medical Association. 

In their discussion, the authors distinguish between voluntary and 
involuntary euthanasia (with and without the patient’s consent) and two 
additional categories: “convertible euthanasia”, where the patient is unable to 
give consent but has consented at a earlier time, and “compulsory euthanasia”, 
where life is ended “ against the wishes of the patient” ([23], p. 10); emphasis 
original) They identify three issues raised by voluntary euthanasia: 1) Is it ever 
acceptable to commit suicide? 2) Is it ever acceptable to assist someone else to 
commit suicide? 3) May someone be required to assist another to commit 
suicide? 

The authors explore these issues in a context of biblical principles, 
beginning with the Christian understanding of the sanctity of human life. Being 
made in God’s image entails responsibility for stewardship over the rest of 
God’s creation with one exception, illustrated by the stories of Cain and Abel, 
God’s covenants with Noah and Moses, and the teachings of Jesus: “man is not 
in command of human life. . . . Human life is God’s sovereign gift. His 
property, and oily God is entitled when and how life is to end. Thus a person’s 
death. . . is under His providential control” ([23], pp. 11-12). 
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No* is quality of life the determinant. The authors argue, “Jesus has come 
to restore and to heal a humanity that is often broken, wounded or lost” ([23], 
p. 12). With that example before them, Christians are called to care 
compassionately for the suffering, to pray for healing and to trust in God to 
sustain and give meaning to life. Death is seen as part of the human journey, 
and Christians trust in the promise of eternal life after death. “To live in the 
light of the resurrection should make death, however it comes, less fearful” 
([23], p. 13). Sane — not all — Christians recognize certain exceptions to the 
prohibition against killing (e.g., execution and war), but these exception do not 
comprise voluntary euthanasia. 

The Committee’s survey of Judaeo-Christian teaching on the sanctity of 
human life includes Jewish, Protestant and early church traditions, The Book of 
Common Prayer and recent Roman Catholic and Church of England 
statements. In a section on “practical considerations”, the report identifies 
negative effects of voluntary euthanasia on children and grandchildren and the 
doctor-patient relationship. The authors argue that this relationship has been 
well-served by the prohibition of euthanasia, which has been “fundamental to 
the medical professioial and has served as a moral absolute for both patients 
and physicians. This prohibition has freed physicians from a potential conflict 
of interest between healing and killing and in turn has enabled patients to 
entrust physicians with their lives” ([23], p. 17). 

The report points to the impact of euthanasia on society as a whole, 
suggesting that voluntary euthanasia could lead to involuntary euthanasia 
through “crypthanasia” (secret euthanasia), “encouraged” euthanasia (in which 
patients may be pressured to spare their families by opting for death), 
“surrogate euthanasia” (in which euthanasia might be authorized by others for 
incompetent patients) and “discriminatory” euthanasia of disadvantaged 
groups. 

The report summarizes the results of a survey commissioned by the 
Archdiocese and conducted in March 1991 in which McGregor Marketing 
interviewed 400 respondents to gauge public opinion on death and dying. The 
authors report that 58% of the public has a “good understanding” of modem 
medicine’s capacity to control dying patients’ pain. In terms of dying persons’ 
legal right to refuse life-prolonging treatment, 61% were aware of that right 
under Australian law. Two-thirds of the public were unaware of hospice 
services, however. If assisted suicide came to be widely practiced in Australia, 
52.4% of those surveyed thought the practice would adversely affect the morale 
of young people, and the same fraction thought that doctors would continue to 
try to cure people with serious diseases if euthanasia were allowed. Finally, 
51% believed that “some people would be pressured into accepting a lethal 
injectiai against their better judgement” if euthanasia were legal ([23], p. 21). 
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The document concludes with recommendations for clergy and lay ministers, 
medical care givers and government, and a series of discussion questions. 

VI. HIV/AIDS 

Dominant themes in Anglican writing on HIV/AIDS are pastoral concern for 
persons living with HIV disease, calls for appropriate and forthright public 
education about HIV/AIDS, and encouragement of members’ involvement in 
advocacy. Publications throughout the communion repudiate judgment on those 
affected by the pandemic, and urge compassion for minority and other 
marginalized communities that are disproportionately affected. A recurring 
model is Jesus’ loving acceptance of lepers and other outcasts. 

Several member churches and judicatories issued statements on HIV/AIDS 
during the period of interest. 

The Division for Social Responsibility of the Church in Wales’ Board of 
Mission published AIDS/HIV Infection: A Challenge to Care in 1991. The 
booklet, printed in Welsh and English, offers straightforward factual 
information cm the history of HIV infection, modes of transmission and stages 
of the disease. It stresses the fact that HIV infection cannot be acquired through 
casual contact and asserts that infection can be avoided through “faithfulness 
and permanency” in sexual relationships, abstinence, safer sex, “not sharing” 
needles or syringes, and “not losing control” through substance abuse ([3], p. 

3). 

The booklet emphasizes the importance of informed and accurate education 
in combating “AFRAIDS” (Acute Fear Regarding AIDS), and it suggests 
appropriate ways to talk about HIV/AIDS and offers ideas for helping people 
with HIV. It closes with three prayers, including one from “AIDS: Sharing the 
Pain”. 



Help us to accept the challenge of AIDS: 

To protect the healthy, calm the fearful; 
to offer courage to those in pain; 
to embrace the dying as they flow 
into love’s unendingness; 
to console the bereaved; 
to support all those who attempt to care 
for the sick and the dying. 

Enable us to offer our energies, 
our imaginations, 

and our trusting in the mysteries of love, 
to be united with and through one another 
in liberating each other from fear of this disease. 

We offer these thoughts and prayers 
in the mystery of the loving 
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that can and does bear all our woundings, 
whatever the source, 
through the spirit of love’s concern 
for each and every person. Amen. 

In its 1994 report, ECUSA’s Joint Commission on AIDS/HIV identified a 
central thane of response to the AIDS pandemic: “We must not learn to live 

with AIDS! The urgency to act continues today as much as ten years ago 

As this report is written one Child of God will die every 25 minutes from 
AIDS/HIV (in the USA) and, even more devastating, once every 15 minutes 
one Child of God will become infected with . . . HIV ’ ([15], p. 1; emphasis 
original). 

In impassioned language, the Commission urges the church to confess to 
a litany of omissions and failures with the response “We have taken too long 
and the rate of infection continues to mounf ([15], p. 2; emphasis original). 
The Commission points to continuing problems of prejudice and discrimination, 
and to reluctance in some quarters to acknowledge that “Our Church Has 
AIDS”. The report reproaches the church for contenting itself with prolonged 
study of racism and human sexuality in the face of an epidemic that has fallen 
most heavily on minorities, and it calls the church to celebrate the love of God 
for all persons, “to embrace the entire mosaic of humanity created in God’s 
image” ([15], p. 5). 

The Commission begins by discussing issues of education regarding 
HIV/AIDS, positing widespread public understanding of the disease and its 
transmission but deploring the failure of knowledge to affect behavior and 
pointing to problems of fear and bias. The statement calls for more “honest, 
direct and appropriate sexual language” in education and endorses needle 
exchange programs. The Commission charges that the church has failed to 
witness to the love of God, thanks to 

racism and fear of human sexuality The best we seem to be able to do is study and listen. We 

appear to lack the passion and urgency to move forward on these issues with life-giving love that 
could lead to new understandings of who we are as God’s people. Our failure to address these 
urgent issues is manifest in the lives of individuals who seek solace in all types of addiction, live 
with a fear of and a denial about death, and who discount the lives and experiences of others by 
failing to honor the image of God in all people ([15], pp. 34). 

The Commission charges that the Episcopal Church has not done enough 
to combat the epidemic and calls on the church 



to recognize that combating homophobia, misogyny and racism makes a direct contribution to 
HTV prevention. . . . This Church must make a statement of the intrinsic worth of gay, lesbian 
and bisexual people. We most also support and value covenanted, significant relationships 




THE ANGLICAN COMMUNION AND BIOETHICS 



115 



between persons of the same gender. We must take a stand that says love between two persons 
can and should be rooted in the love of God and be a reflection of that love and that such 
relationships are blessed by God. The Church should become openly and lovingly involved in 
affirming, supporting and helping such relationships ([1 S], pp. 4-5). 

In its discussion of care giving, the Commission assigns responsibility to the 
church for offering a message of hope and redemption to those suffering from 
HIV disease, comforting survivors, and caring for children orphaned by the 
epidemic. The statement asserts that the church “cannot just pray away” the 
myriad problems associated with HIV/AIDS but must reach out in active 
ministiy to people “generally considered outcasts and throwaways, who do not 
account for the majority of members of this Chinch” ([15], p. 6). 

Turning to issues of advocacy, the Commission notes the able efforts of the 
national church and recommends lobbying at local and state levels to support 
adequate funding for education and services and to oppose discrimination. A 
second important target for advocacy is the church itself “for a greater 
realization of the people of God as the Body of Christ in the world” ([15], p. 8). 

The 1994 General Convention adopted a total of eight resolutions on 
HIV/AIDS. Resolution A002a calls upon units of the church to provide 
education about HIV/AIDS, and to make educational materials available that 
are nonjudgmental, culturally relevant and population specific. It also 
authorizes matching grants to train trainers. Amendment A003s asserts that the 
Church will “work to affirm the necessity of accessible drug treatment, needle 
access, safe-sex programs and monogamy” ([19], p. 21). (Omitted is an 
affirmation of same-sex unions included in the resolution proposed by the 
Commission.) Resolution A004a supports a meeting of worldwide religious 
leaders in conjunction with the 50th anniversary of the United Nations and 
requests the adoption of a statement cm AIDS/HIV. Resolution A005a reaffirms 
opposition to discrimination and instructs the Church’s national offices “to 
work for increased funding, research, education, service delivery and human 
rights initiatives at all levels of government” and to urge the inclusion of care 
for persons with HIV/AIDS in federal health care reform. Resolution A006a 
calls for collaboration in ministry among the church’s units and allocates 
$200,000 for provincial conferences. Resolution A007a allocates $25,000 for 
the Episcopal Church Center to convene a consultation on HIV/AIDS ministry 
and an additional $10,000 for professional consultation. Resolution A 128a 
establishes a commission cm HIV/AIDS and allocates funding for its work over 
the next three years. Finally, Resolution B028a encourages Episcopalians to 
sign a statement entitled “A Commitment on HIV/AIDS by People of Faith, 
The Council Call” ([19], p. 21). 

Issues related to HIV/AIDS also drew the attention of the Scottish 
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Episcopal Church. A small volume published by the University of Edinburgh’s 
Centre for Theology and Public Issues includes papers from “Theology in 
Transformation”, a 1993 conference that culminated the first three years of the 
Strathclyde Inter-Church AIDS Project. 

The introduction was written by Michael Northcott, a priest in the Scottish 
Episcopal Church who lectures in the Department of Christian Ethics and 
Practical Theology at Edinburgh. He offers a brief introduction to the history 
and epidemiology of the disease and then begins his discussion with “the ethics 
of prevention”. Northcott challenges the notion of “safe sex”, arguing that 
sexual intimacy is “an inherently risky business” that “involves risk, vulner- 
ability, exposure, and, from a Christian perspective commitment, the sacrificial 
commitment of two persons to each other in a long term relationship — none 
of this is ‘safe’” ([20], p. 7). Nor, he argues, can condoms entirely guarantee 
prevention. 

Northcott calls for the churches to adopt “a more positive and holistic 
moral, as well as biological, approach to the sexual education of young people” 
and to support accurate and effective sex education in public schools, crucial 
in a society permeated with sexual messages. Noting that the Christian response 
to HIV/AIDS relies on “traditional Christian teaching about the significance 
and value of faithfulness and commitment in human relationships, and the 
importance of long term monogamous relationships as the ideal context for 
human sexual experience”, he argues that “Christian moral teaching should 
propound this ideal both for heterosexuals and homosexuals” ([10], p. 10). He 
argues, “Continence and abstinence are to be preferred to either casual or 
promiscuous sex as the appropriate sexual practice for those who are not 
involved in a deep loving relationship with another human being. ... In the 
context of the trivialisation, casualisation and exploitation of sex in sections of 
our society, media and culture, Christians must commend the importance of 
sexual integrity which relates to the deep personal, psychological and social 
significance of the shared experience of love in intimate relationships” ([10], 
p. 11). Finally, he calls for the “promotion in health campaigns alongside 
condom use” of “a new sexual ethic which emphasizes the deep spiritual, 
personal and moral significance of sex, and the inherent risks involved — 
psychological as well as moral and biological — in casual or promiscuous sex” 

([10], p. 12). 

Northcott next takes up “the ethics of care” in the context of HIV/AIDS, 
pointing to the prejudice, fear and blame associated with the disease. He offers 
the model of Jesus’ touching lepers, accepting and healing them and challenging 
social ostracism of the sick, and he identifies examples of church efforts that 
follow that model of care and acceptance. He defines attention to the spiritual 
needs of persons living with HIV and AIDS as a central effort of the 
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Strathclyde project and describes several efforts to reach out to them. 

In a second essay in this volume. The Most Reverend Richard Holloway, 
Primus of the Scottish Episcopal Church and Bishop of Edinburgh, offers a 
meditation on “AIDS and the Response of the Church”. Bishop Holloway 
traces a “revolutionary strand in scripture”, in which God rebels against religion 
(i.e., the powerful) and joins the outcasts of society ([14], p. 41). He asserts 
three claims for this revolutionary strand — first, that all are “on the same 
footing with reference to God”; second, that God accepts us as we are; and 
finally, “that it is the outcasts who understand the meaning of this revolutionary 
insight into the love of God” ([14], p. 42-43). 

Bishop Holloway describes “the AIDS epidemic and the responses to it” 
as “a very paradigm of the Gospel. Again we see human extremity met by 
unconditional love, and it is the medical profession which is the exemplar of 
grace hoe. . . . But we also encounter the bitterness and incomprehension that 
Christ faced. God’s prophetic word always judges as well as consoles. It divides 
us, and so has the AIDS epidemic” ([14], pp. 42-43). 

Calling on the church to follow the Gospel paradigm, he identifies five 
responses to the epidemic: to “accompany” the HIV community in their 
struggle; to “name the reality, own the truth of the condition”; to accept 
extremity as “the inevitable prelude to grace”; to accompany the dying; and to 
memorialize their lives. “AIDS has made us all remembrancers”, he concludes, 
“and the Church must learn versatility in its creation of liturgies for the 
unbelieving dead as well as for the grieving who are left behind” ([14], p. 46). 
Citing the AIDS quilt and the hero of Camus’ novel The Plague, Bishop 
Holloway charges the church: “In spite of our own follies and pettiness, in spite 
of the terrible ravages of this disease and the dying of the young, nevertheless 
there is a hope against hope and it calls us to bear witness. . . . The story could 
not be one of a final victory. It could only be the record of what had to be done. 

. . by all who, while unable to be saints but refusing to bow to pestilences, strive 
their utmost to be healers” ([14], p. 47). 

VIII. GENETICS 

Until recently, Anglicans have not written a great deal on issues related to 
genetics. Commentary to date has generally hailed the potential of various 
genetic approaches to the alleviation of human suffering and has welcomed 
medical progress in that spirit. Cautionary notes have been sounded about the 
potential for human overreaching, however, and several writers have pointed to 
potential problems including the hazards of germ line modification and issues 
related to privacy and confidentiality. A number of documents have demanded 
equitable access to genetic therapy and have urged the church to draw attention 
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to significant moral issues that have arisen with the advent of genetic 
manipulation. 

In April 1992, the Division for Social Responsibility of the Church in 
Wales Board of Mission published a paper entitled “Human Genetic Screening 
and Therapy: Some Moral and Pastoral Issues”. The document begins by 
identifying a number of issues associated with gene therapy, including the 
feasibility of enhancing desirable characteristics, the potential for abuses by 
individuals or government and the possible devaluation of persons affected by 
genetic diseases. The fundamental question is: “[W]hat is the nature of ... the 
human, and what is the nature of our responsibility under God for that human 
nature which we have been given?” ([3], p. 1) The report characterizes the 
divided response of Christians to the “new” genetics: Some welcome its 
potential for addressing human suffering; others resist research and therapy as 
evidence of human arrogance and presumptuous interference with God’s 
creation; still others are concerned about the possible misuse of the new 
discoveries, focusing on problems of privacy and the manipulation of future 
generations. 

The paper cites a statement by European medical research councils, 
published in The Lancet in 1988. Their statement advocated that genetic 
therapy be restricted to the correction of genetic defects (excluding 
enhancement of desirable traits) and to somatic cells (excluding sperm and egg 
cells, which would transmit any modifications to the offspring). It describes the 
wok of the Human Genome Project, noting the problem of competition, which 
has been stimulated by the possibility of patenting sequences of genetic 
material, and it raises two fundamental issues — whether the project represents 
a wise allocation of resources and whether it will lead to genetic manipulation 
and the invasion of privacy. It calls for the involvement of churches and others 
concerned about the ethical implications of the research in the continuing 
debate. 

As genetic diagnosis improves, more and more families will learn that they 
are affected by or at risk of a genetic disorder. The situation will become more 
complicated with the identification of genes that merely predispose individuals 
to genetic disease. It is already clear that genetic screening has implications for 
employment and insurance. The paper calls for the churches to resist pressure 
for mandatory genetic screening and affirms, “The interests of equity and 
justice demand that the implications of genetic screening for insurance and 
employment, for our understanding of what is ‘normal’, and indeed for our 
understanding of the nature of humanity itself, are carefully weighed” ([3], p. 
4). It further urges the churches to foster a public debate that will clarify the 
moral issues and, it is hoped, lead to a social consensus. 

The report concludes that somatic cell gene therapy is ethical, while germ- 
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line gene therapy is not. It recommends the establishment of a national licensing 
authority to oversee human genetic engineering and therapy. The report also 
rejects manipulation of the human genome for nontherapeutic reasons and 
limits therapy to disease, excluding eugenics. Finally, it expresses profound 
doubts about mass genetic screening and urges that, if it is undertaken, it should 
be accompanied by mandatory genetic counseling and adequate legal safeguards 
against discrimination. 

Another version of the report, which was written by Keith Denison, was 
published in Theologia Cambrensis: A Journal of Theology for the Church 
in Wales. 

Indiana University 
Bloomington, Indiana 
U. S. A. 
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NOTES 

1. The official journal of the 71st General Convention had not been published 
when this report was written; the authors relied on the official interim 
summary of convention actions. (See Nickerson, Donald A., Jr., and 
Herbert A. Donovan, Jr.: 1994, “Summary of General Convention 
Actions”, Episcopal Life 5 (No. 9, October 1994): 21-24. 

2. Every ten years, all the bishops of the Anglican Communion are invited to 
convene for The Lambeth Conference. Lambeth receives reports, debates 
resolutions and issues pastoral letters on topics that are of general interest 
and concern. The most recent conference occurred in 1988. 
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BIOETHICS AND THE PENTECOSTAL TRADITIONS: 
CHRISTIANITY AS AN ALTERNATIVE HEALING SYSTEM 1 



I. INTRODUCTION 

In a manner not too dissimilar from the rise of early Christianity, 
Pentecostalism began as a fringe movement, largely among the lower socio- 
economic strata and the racially ostracized ([7], [39]). It then rapidly spread, 
becoming one of the largest Christian movements, and the fastest growing 
[42 ] } Understood broadly, it includes not only “Classical Pentecostals” such 
as the Assemblies of God, United Pentecostals, and the Church of God in 
Christ, but also large, nondenominational churches referred to as “Charismatic” 
(from the Greek word for gifts of grace, charismata) and a major “Neopen- 
tecostal” renewal movement within mainline Protestant and Roman Catholic 
churches. 3 

Viewed in this broad way, Pentecostalism is extremely difficult to 
characterize. Certain marks are central: a belief in the infilling or “baptism in 
the Holy Spirit”, marked by speaking in tongues (glossolalia), and a belief in 
the supernatural “gifts of the spirit”, including divine healing and exorcisms 
([31], pp. 11-18); for a more detailed account of the marks of Classical 
Pentecostals, see [9]). However, apart from these general beliefs, there are 
considerable differences among those who may be identified with Pentecostal 
traditions ([3 1], p. 8). The initial strand that developed out of the Methodist 
Holiness Movement 4 almost immediately fragmented into several groups. This 
fragmentation has continued, leading to literally hundreds of Pentecostal 
denominations. Matters are made even worse by the fact that there is often an 
overlap between those in the Pentecostal traditions and those identifying with 
other conservative Christian movements, such as fundamentalism and 
evangelicalism. 5 In the case of the renewal movement in mainline 
denominations, there is an obvious identification with the denomination in 
question as well as with the Pentecostal movement, broadly defined. 

Some estimates project that by the early part of the twenty first century, 
many Latin American countries (including the largest, Brazil) will become 
Protestant, largely Pentecostal, as a result of the rapid growth of the movement 
([37], [7]). Similar statistics predict that over 50% of predominantly African- 
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American churches will be Pentecostal in the early part of the next century ([5], 
p. 163). More generally, many of the beliefs associated with the movement, 
especially the emphasis on present operations of the “gifts of the Spirit” such 
as healing, are increasingly emphasized even among those who refuse explicitly 
to identify themselves with Pentecostalism. One thus finds the key motifs 
increasingly emphasized in, e.g., Roman Catholicism, and even Eastern 
Orthodoxy. These motifs, however, lead to unique problems at the intersection 
of health care services and religion. It thus becomes increasingly important to 
reflect on the types of bioethical issues that arise at the juncture of Pentecostal 
belief and medical science. 

Although a physician today is more likely to encounter a Pentecostal 
(broadly defined) than a practicing member of a mainline Protestant 
denomination or an Easton Orthodox tradition 6 , there is virtually nothing in the 
scholarly bioethics literature on the topic. 7 The reasons for this paucity of 
reflection are themselves very interesting, and perhaps provide as much insight 
into the problems surrounding Pentecostalism as would any official statements 
or more sustained accounts. In this essay I will thus seek to elaborate upon why 
this influential movement is not directly addressed in the bioethics literature. 
Before doing this, however, it will be necessary to give an account of some of 
the more important issues that may arise at the juncture of medicine and 
Pentecostal belief. The intent of this essay, generally, will be to provide an 
overview that will be helpful to the healthcare worker who is seeking to 
understand a patient or colleague in the Pentecostal tradition, and to appreciate 
some of the difficulties that may arise for such a person in the context of 
modem medicine. 

II. PENTECOSTALISM AS AN ALTERNATIVE HEALING SYSTEM 

I just said 'Jesus!’ four or five times, and was thrilled right through from head to foot, and that 
warm, thrilling, life-giving, animating, quickening, reviving, stimulating breath of Almighty God 
went all through me, and I began to get up on my right hand; the swelling began to go out of the 
arm and limb that were three times their normal size. Life and warmth went through the arm and 
leg, circulation came back, and I rose up in the name of Jesus ([25], pp. 188-189). 



With these words a “dumb paralytic” ([25], p. 176) named D. Wesley Mayland 
recounts how he was healed at an early Pentecostal revival meeting, so that he 
could speak and walk again after an accident in a fire that led to his paralysis. 
Reverend Mayland, previously a Methodist minister, would go on to become a 
prominent leader and write one of the important early tracts of the movement. 
The Latter Rain Covenant and Pentecostal Power (1910). 

The title of this tract provides one of the more powerful images used by 
Pentecostals (discussed in detail in [25], ch. 1) to understand the place of the 
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movement in God’s larger design. The image is drawn from a biblical passage 
that uses the weather patterns in Palestine to speak of the people of God (Joel 
2:23-32; see also James 5:7). In Israel one has a rainy season (the early or 
former rain) followed by a long dry season, and then another, even greater, 
rainy season (the latter rain). The rain would symbolize God’s Spirit, poured 
out from heaven to bring the growth of God’s life on the earth. The early rain 
was the initial outpouring of God’s Spirit at Pentecost, when the apostles and 
Mary were gathered in the “upper room” after the ascension of Jesus (Acts 
1:12-2:47). The latter rain was taken as a reference to the Pentecostal 
movement, which began at the turn of the twentieth century out of the Wesleyan 
Holiness Movement, and was marked by the pouring out of God’s Spirit as on 
the day of Pentecost ([25], pp. 94-107). Namely, “they were all filled with the 
Holy Spirit and began to speak with other tongues as the Spirit gave them 
utterance” (Acts 2:4). The belief was that this latter rain endued the Church 
with a special “Pentecostal Power”, preparing it for the imminent return of 
Jesus Christ, who was coming soon to judge the earth and establish his reign, 
the Kingdom of God ([25], pp. 1 10-120). 

Thus, at the heart of the movement is an emphasis on experiencing the 
supernatural, especially speaking in tongues and healings. These experiences 
are set in the context of an apocalyptic expectation of God’s radical 
transformation of the world, initiated in its final phase by the return of Jesus 
Christ to the earth. 8 One has two kingdoms, one of God, another of evil. 
Currently, the world is under the sway of evil, and people are oppressed and in 
slavery, just as Israel was during its bondage in Egypt. In repentance and faith 
one is initiated out of “the world” and into the community of God’s people, the 
Church. By the “baptism in the Spirit”, one is empowered to work with those 
people to convey to others God’s reign ([9], ch. vi). 

For the Pentecostal the message about God’s reign is not just conveyed in 
word; it is conveyed in the deeds that manifest the work of God’s salvation. 
Thus one finds among many Pentecostals an emphasis on the social concerns 
that have often been associated with the mere liberal, main-line denominations. 9 
An emphasis is placed on overcoming the barriers of racism and prejudice, 
feeding the hungry, reaching out to the destitute and needy, and on healing the 
physically and mentally sick, including those suffering from various addictions. 
However, especially in the case of healing, the methods used are radically 
untraditional. In fact, they are intimately intertwined with the broader 
theological framework of Pentecostalism; they thus are a part of what may be 
viewed as an alternative healing system, which is in some ways in tension with 
modem medicine. 

For the Pentecostal, physical and mental illness are not simply the result 
of chance, externally conditioned factors that are naturalistically understood in 
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terms of a dosed world of interrelated causes. One cannot specify them simply 
in pathoanatomical, pathophysiological, or pathopsychological terms. On the 
contrary, illness is an expression of sin, generally conceived; not a particular 
individual’s sin, but the brokenness and corruption of all humanity ([23], ch. 3). 
Along with hatred, war, and poverty, illness is attributed to the reign of evil, 
and the slavery of humanity to the forces of “this world”. 

This means that healing does not have just a natural explanation. It also 
has a supernatural component, and it is intertwined with the broader spiritual 
battle between good and evil. Thus, for the Pentecostal, God’s salvific work in 
Jesus Christ is not abstracted from the more mundane necessities associated 
with the human condition ([23], ch. 4). There is a broad literature discussing the 
way in which the atoning work of Christ, especially in the passion and cross, 
involved an alteration of the conditions under which sickness should be 
understood. 10 The prophecy in Isaiah, which states that “by his stripes we are 
healed” (Is. 53:4-5), was taken by the biblical writer of Matthew to apply to the 
“stripes” (the forty lashings) given to Jesus at his trial. Just as his death on the 
cross involved the payment of the penalty for sin, so the lashes involved the 
payment for illness, which is a consequence of human fall (Mt. 8: 16-17). As a 
result, by faith’s appropriation of God’s work, sickness may be overcome, and 
the reality of that victory of God’s reign can already be experienced among 
God’s children. In fact, it is a continual sign of God’s work, and is thus a means 
by which the Church witnesses to the world. 

Because of the way in which supernatural healing is intimately intertwined 
with the broader understanding of salvation (including the forgiveness of sin), 
the manifestation of illness in a Pentecostal’s life can have a much greater 
import and provoke a greater crisis than it would in another context, where it 
is easier to separate secular and religious domains. Illness is never just illness 
(medically conceived); it is also always an expression of evil and brokenness 
in the world, and thus a challenge to the faith of the individual believer and the 
Pentecostal community ([3], ch. 4). 

This religious appraisal of illness leads to what may be regarded as 
characteristic individual and communal responses. An evaluation of these 
responses reveals the strengths and weaknesses of the Pentecostal tradition, and 
accounts for many of the unique problems that may arise in a healthcare setting. 

Pentecostals understand the mission of the Church evangelistically. Thus 
there is a continual attempt to engage sin and brokenness actively wherever it 
is seen in the world ([2], pp. 153-158). The institutions of the Church revolve 
around hardship and suffering, both regarded as manifestations of evil in the 
world. This means that when a person becomes sick, the type of alienation from 
community that notoriously accompanies the illness experience, and which 
phenomenologically is at the heart of the suffering that attends disease, does not 
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take place to the same degree. 11 When people become sick, the community 
mobilizes, prayer groups visit, and, in severe cases, meals are cooked and 
chores performed The same people that were friends in health are also friends 
in sickness. Further, the challenge to faith is not simply a challenge to an 
individual’s faith; it is to the faith of the whole community. It is often believed 
that if the church were living up to its full calling, then, through faith, a given 
manifestation of sickness could be cured. Thus, there may even be an increased 
corporate repentance, and a heightened sense of communal obligation regarding 
the ill person. This communal response runs in marked contrast to the 
objectivizing, depersonalizing, isolating interventions associated with modem 
medicine. It is the form in which the “ethical critique” of medicine takes place 
in Pentecostal traditions. At this stage, we can begin to see why one does not 
have a Pentecostal bioethic in the more traditional sense. But we will consider 
this issue in greater detail later in this essay. 

When the crisis provoked by illness is perceived as a communal crisis and 
people mobilize to minister to the sick person, then the suffering of isolation 
and alienation from community that attends illness is overcome. However, the 
illness can also be regarded as a crisis in an individual’s faith. 12 And there are 
some Pentecostals claim that if a person has true “mountain-moving faith”, then 
the Christian need never be ill [14], In such cases, where sickness is aligned 
with a person’s lack of faith, and especially in cases where a particular 
community does not actively engage the sick person, the phenomenological 
disruption of a patient’s life world may be exacerbated. Instead of a decreased 
isolation and sense of alienation, there will be a heightened sense, because of 
the crisis in one’s framework of meaning that complements the normal types of 
disruption which attend illness. Pentecostals will not usually question their 
salvation, since a distinction is made between the faith leading to justification 
(the first blessing) and that leading to sanctification and power (the second 
blessing). 13 But there may be a deep crisis in the patient’s understanding of God 
and His relation to humanity. “Why am I not healed? Is it because I am of little 
faith? What is the purpose of this sickness?” These types of questions that 
often attend Christian belief are given a heightened force by the way Pentecostal 
theology (drawing on themes in the Wesleyan tradition) integrates the meaning 
of sin and sickness, and sees them both addressed in the atoning work of Jesus 
Christ. 

One thus finds in Pentecostalism an alternative healing system that 
paradoxically may mitigate or intensify the life-world disruption that attends the 
illness experience. In addition to an appreciation of the dynamic of faith and 
illness discussed above, it is also important to appreciate the different ways in 
which modem medicine is appropriated by Pentecostals, and the way this 
appropriation is colored by the crisis in faith. 
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Among Pentecostals one can fmd a broad range of responses to medicine, 
ranging from outright rejection (the use of medicine is identified with a lack of 
faith) to complete and unequivocal acceptance (medicine is the use of God- 
given knowledge about humanity) ([23], ch. 19; [2], pp. 19-24; [9], pp. 121- 
137). Most often, one finds something in between. While medicine is respected 
and its effectiveness acknowledged, there is also a degree to which it and its 
methods are implicated in “the world”. It is an example of science (like modem 
evolutionary biology) that does not appreciate its own limits, and, more 
importantly, does not give proper honor to God. Medicine is thus usually 
regarded as second best; as something that one makes use of as a last resort, 
seeking first a supernatural healing. 14 This common response, and the 
ambiguities surrounding the appraisal and use of medicine, account for some 
of the most characteristic problems that arise at the juncture of Pentecostalism 
and modem medicine. 

III. THE PROBLEMS OF A PENTECOSTAL BIOETHIC 

LJ was an 86-year-old, high-school educated, African-American woman with devout Pentecostal 
beliefs. Her family brought her, under protest, to a large urban medical center when they 
discovered she walked with great difficulty. On her left foot was an erosive and festering black 
mass, diagnosed as malignant melanoma. ... [T]he doctors told LJ that she required emergent 
amputation of her left leg below the knee. ... LJ, however, refused amputation - vehemently. LJ 
stated, “Jesus will save me if I am to be saved, not you”. ... The staff caring for LJ, none of whom 
knew her before this admission, objected to her refusal of amputation and to her reasons for it. 
... LJ became increasingly irascible toward her medical intern. ... It was at this point that the 
residents requested a psychiatric evaluation to determine whether or not the patient had the 
capacity to refuse treatment, including amputation. The doctors believed that her refusal was 
tragic. They cited her behavior and ‘delusional belief in the healing power of Jesus’ as reasons 
to question her competence ([30], p. 73-74). 



This case, taken from a recent issue of The Journal of Clinical Ethics, provides 
the only example I know of where the problems surrounding the tension 
between Pentecostal beliefs and modem medicine have been discussed in the 
standard bioethics literature. 15 However, although deliberation on such 
examples may be absent from scholarship, it has not been absent in the clinical 
setting. Most hospitals in the United States have faced similar cases. 

LJ represents the Pentecostal who is closer to the side of an outright 
rejection of medicine, but the problems her case raises are typical. She is 
noncompliant, failing to recognize in modem medicine the type of norm that 
should motivate action. In this way her actions and beliefs provide a challenge 
to the values of the educated, modem, “scientific” person, and to modem 
medicine, which embodies those values. From the perspective of the tradition 
she rejects, her values are perceived as bizarre, her mental state “delusional”, 
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and her condition as “mad”. 16 It is thus not surprising to find that the initial 
psychiatric consultation resulted in a determination that she lacked the 
competency to refuse treatment ([30], p. 74). 

As LJ and her beliefs are interpreted as madness, and the medical staff take 
an increasingly paternalistic stance, eliminating her freedom to express in action 
her religious beliefs, LJ becomes increasingly irritable, hostile, and 
noncompliant ([30], p. 76). At least this is how her actions are perceived by 
others. But from her perspective, the actions of those surrounding her are 
simply an expression of the world’s hostility to her beliefs and, in turn, to her 
God. With Jesus, she was being persecuted, because she held to the promise of 
God’s Kingdom, and trusted in Him rather than humanity. For this belief, 
people were trying to take away her freedom and mutilate her body. 

In cases where a patient does not outright refuse treatment, but rather 
attempts to coordinate earthly and supernatural methods of healing, similar 
types of problems will arise, although they will not be so clearly expressed. 
“Noncompliance”, for example, will take a more subtle form. Instead of 
rejecting treatment altogether, a patient may turn to medical treatment in severe 
cases, but reject it in favor of prayer at other times. Such action may arise from 
an ambivalence regarding the use of medicine, and an inability to assimilate 
medical treatment to erne’s faith. Some books, such as Frances MacNutt’s 
Healing [23], have provided a sustained account of how the different types of 
healing may be coordinated, providing assistance to those who struggle with 
such questions. 

Sometimes one may also find Pentecostals appropriating medicine in a way 
that seems to run contrary to some of the values in medicine. For example, a 
person suffering from cancer may request the medically unwarranted repetition 
of a round of tests that indicated aggressive treatment, believing that a healing 
took place at a prayer meeting, and seeking confirmation in the new round of 
tests. Or, to give another example, a surrogate may request that a PVS or even 
brain-dead person remain on life support, claiming that God can perform a 
miracle. From the perspective of medical staff, such requests can only be 
perceived as denial, leading to an inappropriate imposition on the resources and 
staff of modem medicine. But from the Pentecostal’s perspective, they 
represent a reasonable hope. 

Thus far we have been considering the types of problems that arise for 
individuals struggling with the relation between their faith and modem 
medicine. But there are also problems that result from the way a Pentecostal 
community may respond to the needs of one of their members. Many may visit 
in a hospital roan, a even attempt to fill an ICU where a patient resides. They 
will often pray loudly or sing hymns. All of these actions will be perceived as 
disruptive by hospital staff. Even worse, Pentecostals may make demands on 
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nursing staff or compromise protocols intended to prevent infection, etc., which 
undermine in a direct way the values at the heart of scientific medicine. 

S ummarizin g, it can be said that the problems of a Pentecostal bioethic 
arise from the tension between the values of modem medicine and those of 
Pentecostal belief ([30], p. 75). In the former, illness is construed in terms of 
disease. The biomedical sciences are regarded as the arbiters of truth. 
Diagnosis, prognosis, and treatment are understood largely along the acute care, 
crisis intervention model of medicine (in opposition to public health or chronic 
models). These approaches, and with them the reductionism of modem 
medicine, have been criticized in much of the bioethics literature. But the 
criticism comes in terms of ethical categories that are still largely compatible 
with the naturalistic assumptions implicit in much of biomedicine. 

Pentecostalism, in terms of its beliefs and practices, also confronts these 
problematic areas of modem medicine, but it does so in a way that is radically 
incompatible with many of the assumptions that are at the heart of the medical 
enterprise. Further, the criticism is not manifest in ideas and scholarly literature. 
It is manifest in practices which are not easily reconcilable with the present 
realities of medical practice. 

The challenge for a Pentecostal bioethic, broadly conceived, is to negotiate 
these conflicts. If this negotiation takes place from the perspective of 
Pentecostal theology, it will be in the categories of faith, and largely address the 
ways in which medicine and its values can be incorporated into the theological 
understanding of sickness and its transformation in the atoning work of Christ. 
Fran an outsider’s perspective, a Pentecostal bioethic will involve an account 
of how medicine can adapt to the needs of the alternative healing system. 
Standard bioethical categories such as those of informed consent, tolerance, and 
respect will be central. Whether these alternative accounts can be integrated 
remains an open question. 

IV. THE ABSENCE OF A PENTECOSTAL BIOETHIC? 

Any remotely objective account of modem religious movements would have to 
give Pentecostalism a major place. A simple perusal of the religious 
broadcasting or the Yellow Page listings available throughout the United States 
reveals how pervasive this form of Christian expression has become. Yet, as 
previously noted, it is almost completely absent from the scholarly bioethics 
literature. This fact is itself interesting, and a brief exploration of some of the 
reasons will provide important insights into the interface of medicine and 
Pentecostalism. 

First, it should be noted that the types of issues traditionally considered in 
bioethics are not absent in Pentecostal circles. Issues such as abortion, 
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euthanasia, surrogate motherhood, and the withholding and withdrawing of 
treatment are addressed by Pentecostal ministers. However, with the possible 
exception of withholding and withdrawing treatment, one does not find a 
distinctively Pentecostal response. Instead, one finds a general dependence cm 
the Evangelical and Fundamentalist literature addressing these topics, as well 
as on parachurch organizations such as the National Right to Life and Focus cm 
the Family. In the case ofNeopentecostalism, there is an additional dependence 
on the bioethical reflection of the mainline Protestant or Roman Catholic 
denomination, although there will almost always be an alignment with more 
conservative trends within those denominations, trends that are in important 
ways convergent with evangelical positions. As a result, one can discover the 
“Pentecostal positions” simply by referring to the conservative evangelical 
literature. 17 

In the case of the withholding and withdrawing of treatment one can 
discern more distinctively Pentecostal responses, although these have not been 
formulated in a way that remotely approximates the standard, “scholarly” 
accounts of this issue. The ambivalence concerning the use of medical 
treatment, and the advocacy of an alternative Christian healing system, makes 
many within the Pentecostal tradition more willing to accept the withholding or 
withdrawing of any and all treatments, even life-saving treatments, than many 
Evangelicals (consider, for example, U’s attempt to have amputation 
withheld). Among some Evangelicals and Fundamentalists there is a greater 
tendency to identify such suspension of treatment as a violation of the sanctity 
of life. 18 

However, an attempt to work with the traditional categories of bioethics 
(i.e., those that provide the topics discussed in the essays of this yearbook) in 
the framing of a Pentecostal bioethic would lose nearly all that is distinctive in 
that tradition, leading to a result that is virtually indistinguishable from a 
broadly evangelical bioethic. This would also lead to the inappropriate 
impression that Pentecostals reflect on such issues in those standard categories. 
That is not the case. Most Pentecostal denominations do not have formal 
statements on social policy, and they do not approach such issues by developing 
a careful, intellectually formulated position and then implementing that position 
in particular churches. Instead, with the exception of abortion and 
euthanasia/suicide, where Pentecostalism is well integrated into the broader 
pro-life movement, one finds issues addressed in a very ad hoc, pragmatic 
manner ([41], pp. 529-532). The overriding concern is to have a biblically 
informed response that is sensitive to the concrete direction of the Holy Spirit. 

We can thus already summarize some reasons why a scholarly Pentecostal 
bioethics is lacking. There simply is not such a bioethic in the standard sense 
found among the churches. The Pentecostal traditions do not formulate 
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positions in a way that is amenable to the standard categories of scholarly 
bioethics. Even if the content were amenable to such categories, the general 
anti-intellectual thrust of Pentecostalism, coupled with the diversity of the 
Pentecostal denominations, prevents the types of formulations that would 
satisfy more rigorous scholarly standards. To the extent a more traditional 
bioethic has been developed, it is largely derived from and overlaps with 
evangelical literature, and is thus not distinctively Pentecostal. 

However, all of these reasons, while significant, do not yet frilly account 
for the absence of a scholarly literature on Pentecostal bioethics. They show 
why Pentecostals have not provided such a literature themselves, but they do 
not show why scholars outside that tradition (ex’ even those sympathetic to it) 
have not attempted to reflect upon Pentecostalism, and come to terms with it in 
scholarly categories. To address sufficiently this dimension of the problem 
would require a sustained account of the prejudices and orientation of present 
bioethical scholarship which cannot be provided in this essay. 19 But it will be 
helpful to point in the direction of some of the reasons, and then, combining 
them with those mentioned above, show how the problems surrounding the 
absence of a Pentecostal bioethic are themselves a manifestation of the types 
of problems we considered earlier at the intersection of Pentecostalism and 
medicine. Just as it can be viewed as an alternative healing system, there is also 
a sense in which Pentecostalism can be viewed as an alternative to bioethics. 

Recently, Stanley Hauerwas [16] provided a general critique of bioethics 
as a discipline, arguing that it is itself a secular alternative to a Christian ethic. 
Al tho u gh his account (especially of Paul Ramsey) is in some ways problematic, 
the general orientation of his essay is instructive in the way it seeks to uncover 
fimdamental value commitments that are at the heart of a whole discipline, and 
ask about the degree to which they are compatible with Christianity. Generally, 
scholarship assumes that a religious tradition (for example, Eastern Orthodoxy, 
Anglicanism, Hinduism, or Islam) is not falsified when one attempts to 
articulate its bioethic. Hauerwas calls into question that assumption. And it may 
be fruitful to explore that more radical line of questioning, in the light of the 
curious absence of a Pentecostal bioethic. 20 

Hauerwas considers the discipline of bioethics as a part of a broader 
academic mode of reflection, which is infused by certain Enlightenment and 
secularist assumptions that he seeks to challenge. One can thus ask about the 
absence of a Pentecostal bioethic in a general way, one which extends that 
question into another about the absence of scholarly reflection on conservative 
expressions of religious faith, especially Pentecostalism. 

In a recent essay on religious experience and institutional growth in the 
Assemblies of God (the largest Pentecostal denomination) Paloma and 
Pendle ton consider why so little social scientific investigation has been done on 
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conservative Christianity. Their answer is instructive. First, they note that the 
academic orthodoxy has been one of modernization theory, which involves the 
contention that conservative religiosity would be increasingly less important as 
secularization advanced. Thus, it was assumed that the various 
“fundamentalisms” were only of historical interest, and they would not continue 
to be viable options in an increasingly secular, modem world ([29], pp. 416- 
419). 

Coupled with this theoretical reason, Paloma and Pendleton also note that 
“scholars are uneasy with the topic of conservative Christianity” ([29], p. 416). 
The problem is not simply that their theory predicts a decreased importance. 
Additionally, scholars recognize in such conservative movements an explicit 
critique of their theory, and the general approach to religion found in the 
academic community. To grapple with conservative Christianity thus requires 
that scholars grapple with arguments against themselves, their method and 
theory. It makes them unable to study the religion without also being forced to 
engage in meta-reflection, a study of their study of religion. And if their study 
is in any way sympathetic, it can be perceived as unacademic and unscholarly. 

Harvey Cox, the noted author of The Secular City and former champion 
of modernization theory 21 , puts the phenomenon well: 



The reason why students of religion in mainline institutions have managed to ignore the reality 
of fundamentalism [or Pentecostalism], a faith that has attracted fifty million [or four hundred 
million] people, may be a subtle one. ... Those who investigate religious phenomena also tend to 
grow fond of their subjects, even become defensive about them. This weakness ... works against 
sympathetic study of fundamentalists, who unlike Amazonian Indians or Tibetan Buddhists, have 
a history of conflict with liberal academicians. Here fondness for the tribe might look like 
fraternizing with the enemy ([6], p. 50; also quoted in [29], p. 416). 

This suspicion of “fraternizing with the enemy”, of being unacademic and 
unscholarly in a sympathetic investigation of conservative religiosity, has been 
more recently elaborated upon as the “anti-tenure factor” by Sherill and Larson 
[34]. 

The bias of the academy against conservative Christianity, especially 
Pentecostalism, is a significant factor in its conspicuous absence from the 
scholarly literature. On the rare occasions when Pentecostalism has been 
studied, the same bias leads to a very unsympathetic appraisal. Thus, for 
example, encyclopedia articles will characterize it as a “militant 
fundamentalism” whose emotionalism is manifest in “convulsive bodily 
movements” ([19], pp. 569ff.), or will carefully note that it arose as a religion 
of “poor farmers and millhands” and is “condemned as fanatical and heretical 
by almost all other Christian churches” ([1], p. 678). One does not need much 
imagination to see in these “scientific descriptions” the type of prejudice one 
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found in the above-mentioned case of LJ; one can read between the lines the 
words “delusional” and “mad”. In such accounts one finds almost completely 
absent any attempt to enter into the worldview of the religion in question, and 
see the phenomena from a sympathetic perspective that would allow for an 
understanding of the key issues and problems. Without such an attempt, 
nothing like a “bioethic” could be possible. 

When the attempt is made, however, one still does not arrive at a bioethic 
in the traditional sense. As in the case of fundamentalisms generally, one finds 
a content that also demands a meta-level of reflection: not only the religion, but 
also the theory and method used to analyze the religion must be evaluated. In 
the case of Pentecostalism, one finds a clash between the religion and secular 
bioethics that is similar to the clash between the religion and medicine. 
Pentecostalism is thus more than an alternative healing system; it is also an 
alternative bioethic. To take it seriously involves an appreciation of the critique 
of the discipline of bioethics inherent in its worldview. 

What is the explicit content of that critique? To answer that would take us 
well beyond this essay, but the contours of the response can already be seen in 
the tension between medicine and Pentecostalism. Just as it refuses to compact- 
mentalize spiritual and natural dimensions of the human condition, demanding 
an integrated approach to health and healing, so also Pentecostalism resists the 
separation of ethical from broadly theological reflection. Its “ethic” is nested 
within a content- full communal vision of human flourishing, and its response 
to the types of human crises that are so often the foci of bioethics involves a 
hermeneutic that provides any such crisis with a theological import. All is 
placed within the broader cosmology that sees the human condition at the 
juncture of two kingdoms, that of God and of evil. 

Against the fragmenting, privatizing forces of our liberal secular culture, 
a Pentecostal bioethic would call for the particularizing of crises and 
commitments. Problems and answers are nested within robust communities, and 
they involve an appreciation of the full complex range of interactions that 
distinguish one worldview from another. One thus risks falsifying the content, 
if one uses previously established, secular-scientific categories as the rubric for 
the organization and exposition of a Pentecostal bioethic . 22 In fact, such secular 
categories would themselves be regarded as a manifestation of “the world”, and 
thus of those structures that undermine that ethic which truly fosters life. 

In responding to this challenge, I have deviated from the structure and 
format of the other essays in this yearbook on theological bioethics. Such a 
reformulation was demanded by the content in question. However, I also 
wonder if the challenge could be generalized. Would the essays in this volume 
also benefit from a mere radical reflection on the compatibility of the religious 
content and the categories and foci of the bioethics discipline - at least if they 




BIOETHICS AND THE PENTECOSTAL TRADITIONS 



135 



want to be theological, and not simply a secular bioethical appraisal of a 
theological tradition? That question, of course, can only be answered in the case 
of each particular tradition. 

Center for Bioethics 
Institute for Public Affairs 
University of South Carolina 
Columbia, South Carolina 
U.S.A. 



NOTES 

1 . This essay was part of a teaching workshop project on the relation between 
philosophical bioethics and religion, which was funded by a joint grant 
from the Lilly Foundation, the National Endowment for the Humanities, 
and the American Academy of Religion. I would like to thank participants 
at the Southwest Teaching Workshop for their critical comments and 
suggestions on an ancestral version of this essay. Edwin Wallace IV and 
Robert Shearer provided veiy helpful comments and criticisms on later 
versions. I would also like to thank Caroline Wheless for research 
assistance and for her careful reading of the penultimate draft. 

2. As Wacker notes, “Pentecostalism has mushroomed into the largest 
Christian movement in the twentieth century” ([42], p. 20). However, it is 
very difficult to arrive at numbers, especially since many are tallied as a 
part of other denominations. 300 million worldwide is probably on the low 
end In 1979 a Gallup poll already identified 19% of the United States as 
Pentecostal (broadly defined). Synan says that black Pentecostals alone 
“may easily approach 100 million” ([39], p.48), Spittler cites 1989 figures 
that puts the worldwide number (including charismatic Catholics) at 35 1 
million - more than all Protestants put together (about 318 million)([36], 
p. 121). Harvey Cox puts the worldwide number at 400 million [7], 

3. “Classical Pentecostals” are usually simply distinguished from “Neo- 
Pentecostals” ([3 1], p. 4). However, this does not sufficiently account for 
important differences between independent “Charismatic” churches that 
are not classically Pentecostal and those Pentecostal-type churches that are 
aligned with a non-Pentecostal denomination. “Charismatic” and “Neo- 
Pentecostal” are generally used as synonymous. For the distinctive marks 
of this movement in churches that are not classically Pentecostal, see [28]; 
for an account of the relation between Classical Pentecostals and Neo- 
Pentecostalism, see [31], 
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4. For an outstanding overview of the initial development of Classical 
Pentecostalism, see [9]. 

5. Far ah ([12], p. 24) notes that “Classical Pentecostals almost wholly 
adopted evangelical statements of faith”. However, the actual relation 
between Pentecostals, Evangelicals, and Fundamentalists is quite complex, 
and the full character of an evangelical statement of faith is not clear. 
Dayton [9], has shown there is a distinctively Pentecostal theological 
tradition, and he has criticized Ramm for too quickly identifying 
evangelicalism with a Calvinistic theological tradition ([9], pp. 49-50). 
Marsden ([24], p. viii) notes that evangelicalism can be viewed broadly as 
encompassing Pentecostals and Fundamentalists, with the latter often 
condemning the former (p. xiv). Carpenter ([4], p. 14) is also correct when 
he notes that Pentecostals often identify themselves with “the 
fundamentals” and thus a certain type of fundamentalism. Perhaps Marty 
puts it best when he speaks of an “uneasy partnership” between the two 
([29], p. 64). 

6. For the statistics, see note 2. 

7. The only explicit discussion is Wacker’s [4], This is a brief history of 
healing in Pentecostalism, and was in an edited work on religion and 
healing which, in turn, was a part of a larger project on bioethics and 
religion. However, a Pentecostal bioethic was not addressed in that larger 
project. The only other discussion of Pentecostalism in the bioethics 
literature is Powell’s [30]. Powell uses the case of a Pentecostal woman to 
discuss general issues in bioethics; it is not (hi a Pentecostal bioethic. 

8. [25],ch. v. For an overview of the premillennial theology of classical 
Pentecostalism, see [9], ch. vi. 

9. Historically, the role of Pentecostals in addressing social concerns is 
ambiguous. Quebedeaux ([31], pp. 137-143, 156-157) argues that pre- 
WWII Classical Pentecostals were completely indifferent to social 
concerns. He opposes this indifference, with its other-worldly emphasis, 
to the charismatic renewal movement, which he thinks has a much more 
“enlightened” attitude. However, a more careful analysis would reveal a 
much more complex situation ([2], ch. 6). While classical Pentecostals did 
not endorse the early twentieth century views of social progress, and thus 
did not emphasize the worldly means of social ministry, they should be 
distinguished from those fundamentalists who separated other-worldly 
salvation from the present needs of this life. Because of their inclusive 
understanding of the atoning work of Christ, Pentecostals provided a more 
holistic approach to salvation and the ministry of the Church. This 
obviously included physical healing. It also included a concern with racial 
barriers and poverty, although the record is mixed in this area [7], If one 
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avoids identification of “social concern” with this-worldly means and 
efforts (a mistake Quebedeaux, [3 1] pp. 156-157 clearly does not avoid), 
Pentecostals were quite active, especially when compared to other 
premillennialists. When one moves to the presort context, Pentecostals 
(broadly defined) are very active on the social front. For a sample, see 
Blumhofer [3] on race issues and Koenig ([21],[22])and Meador [26] cm 
mental health. 

10. For a good account of the theological roots of such a “therapeutic model” 
of salvation, and of the qualifications that were necessary when healing 
was rooted in the atonement, see [9], ch. v. 

11. For a discussion of the phenomenology of the illness experience and 
religious faith, see [20]. 

12. “Failure [by some Pentecostals] to obtain the desired object provoked self- 
examination. ‘If you are not healed,’ the Apostolic Faith editorialized, ‘the 
fault is either in you or in Jesus Christ. Which is it? Be honest and get the 
fault out of the way’” ([2], p. 93). 

13. For a detailed discussion of this distinction, see [9], chs. i-v. 

14. It is interesting to contrast this approach with that normally found in 
modem society, where somatic medicine is always the first choice, and any 
other approach to healing is regarded as second best ([40], pp. 272-273). 

15. The focus of the case discussion and the two response pieces is not directly 
on Pentecostalism; it is on general conflicts that can take place between 
alternative values frameworks. But it also provides an ideal point of 
departure for the purposes of this essay. 

16. [30], p. 75. Dula ([11], p. 78), commenting on this case, provocatively 
asks: “Do the characteristics of craziness reside in LJ or the hospital 
environment? ... Because LJ refuses to consider amputation, normal 
behaviors - like protecting oneself from perceived assault - are called 
crazy”. 

1 7. For a broader account of the relation between Pentecostalism, Evangelica- 
lism, and Fundamentalism, see note 5. 

18. Consider, for example, the essays by Burke Batch, the Director of the 
National Right to Life’s Medical Ethics Department, regularly published 
in the National Right to Life News. 

19. We would need to consider the general secular thrust of the discipline, and 
note that for nearly all religious expressions, the explication of a bioethic 
comes from within that tradition, and does not entail the types of critical 
analysis of official statements that one fmds in other areas of scholarship. 
Since Pentecostalism does not formulate its own positions, it cannot follow 
this general model. 

20. In their discussion of the LJ case, Secundy and Sundstrom consider “the 
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fiction of neutrality”, noting that “no matter how hard we try to be or 
believe we are objective, we cannot be” ([33], p. 80). But they affirmed 
this of the case analysis, not of the categories of bioethics as a discipline. 
Hauerwas extends this skepticism regarding value-neutrality and 
objectivity to the whole mode of philosophically bioethical deliberation. 
The exchange between Davis [8] andZoloth-Dorfman [44], Freedman [13] 
and Rosner [32] can be viewed as a part of this general discussion, 
although they focus more on the descriptive vs. ideal distinction, rather 
than the secular-philosophical vs. religious-theological distinction. 

2 1 . Cox no longer champions modernization theory, noting that “[t]oday it is 
secularly, not spirituality, that may be headed for extinction” ([7], p. xv). 

22. In a more detailed discussion, it would be interesting to consider Harvey 
Cox’s account of Pentecostalism as a case in point. The phenomenal 
growth of the movement (together with other religious developments) 
forced Cox to reevaluate the modernist categories he previously used to 
explain religion. However, he does not account for Pentecostalism in 
categories that are derived from that tradition. Instead, he regards it as 
“one particularly dramatic example of this wider religious revival, of what 
the French writer Gilles Kepel calls ‘the revenge of God’” ([7], p. xvii). 
Then he attempts to discern its “inner meaning” in terms of modernist (but 
not modernizing) categories such as “primal speech”, “primal piety”, and 
“primal hope.” In his account of this “primal spirituality” one finds almost 
completely absent the inner dynamic of the movement that is so well 
expressed in Dayton [10] or Blumhofer [3]. Just as the movement is 
falsified and in important ways concealed by Cox’s alien academic 
categories, so also any “Pentecostal bioethic” would be misrepresented if 
the standard philosophical bioethical categories were simply used. One 
needs to move away from “religion in general” or “bioethics in general”, 
and ask about the categories needed for this particular case. Only after this 
is done can one ask more generally about the degree to which the 
categories appropriate for this particular are commensurate with those that 
are appropriate for another one. 
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BIOETHICS AND THE LUTHERAN COMMUNION 



I. INTRODUCTION 

The first volume in the Bioethics Yearbook series traced the evolution of North 
American Lutheran discussions from their outset in the early 1960s up to 1990. 
The third volume reported developments in the United States from 1990-1992 
including the Evangelical Lutheran Church in America's amicus curiae brief in 
the celebrated Cruzan Supreme Court case, its 1991 Social Statement 
“Abortion”, and a 1992 Message on Social Issues “End of Life Decisions.” 
There, for the first time, coverage was expanded to include European 
developments since the inception of Lutheran discussions on the Continent in 
the late 1970s. The primary focus of the present chapter is a bode recently 
produced by a group of Lutheran ethicists from the Nordic countries. New 
developments on the North American scene will also be reported. 

II. THE LUTHERAN COMMUNION 

Thirty million Christians around the world belong to Lutheran churches making 
Lutheranism the largest of the Protestant denominations. In the United States 
today Lutherans are divided among two large and seven much smaller churches. 
The largest group, the Evangelical Lutheran Church in America (ELCA), has 
5.3 million members in over eleven thousand congregations, and is affiliated 
with 270 hospitals, homes for the elderly, and other social service facilities for 
persons with special needs. The Lutheran Church-Missouri Synod (LCMS), 
more conservative than the ELCA on many theological and moral issues, has 
2.6 million members in nearly six thousand congregations. Collectively, the 
smaller groups have about half a million members in 1,700 congregations. 

Lutheran churches are ‘evangelical’ and ‘confessional’; evangelical in the 
sense that they are grounded in and normed by God’s reconciling love and 
confessional in that they accept certain statements of belief as being 
authoritative. All Lutheran churches “confess” the three great ecumenical 
creeds (the Apostles’, Nicene, and Athanasian), the Augsburg Confession and 
Luther’s Small Catechism.. The Evangelical Lutheran Churches of Denmark, 
Norway, and Iceland accept only these but the Evangelical Lutheran Churches 
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of Sweden, Finland, Germany, and the United States embrace as well all the 
other confessional documents of the Reformation collected in The Book of 
Concord. However, in other respects they are by no means alike. For example, 
the churches of Sweden and Finland retain the tradition of Apostolic Succession 
while the others do not. The Lutheran Church - Missouri Synod in the United 
States subscribes to the quite un-Lutheran notion of biblical literalism and 
allows considerable congregational autonomy while the Lutheran churches of 
Scandinavia are highly secularized, centralized, tax-supported, national 
churches to which more than 90% of their populations nominally belong. In 
Finland and Sweden, the church has a constitutional right to make 
recommendations to the government regarding matters to be discussed below 
yet in Denmark, by law, no one may speak in the name of the church. A few 
Lutheran church bodies in the United States and elsewhere are fiercely 
protective of their Lutheran confessional identity while, after the Second World 
War, the Goman regional Lutheran churches joined with Reformed and United 
churches to form the federated Protestant Church in Germany. 

Lutheran churches address bioethics in a variety of ways . Study materials 
prepared by staff or church members with relevant expertise writing as 
individuals or as committees are distributed to foster reflection and discussion 
throughout the churches. These may also be produced by inter-church 
organizations such as the Lutheran Council in the United States of America or 
the Lutheran World Federation. Occasionally, Lutheran churches address 
judicial, legislative or other governmental bodies expressing their views on 
issues in law and public policy. No less important, but often overlooked, are the 
ways in which the church regularly attends to bioethics in its preaching, pastoral 
care and counseling, and in its administration of hospitals, nursing homes and 
other social service agencies. 

In the case of the Evangelical Lutheran Church in America, the highest 
level of authority is reserved for Social Statements. The process by which 
Social Statements are produced is highly participatory and takes a minimum of 
two years. When the church identifies a broad, urgent area of ethical concern. 
The Division for Church in Society board appoints a task force that explores 
the topic and develops material which is distributed to all congregations for 
members to study and respond. The church holds public hearings and focus 
group meetings. The task face considers the critical response and develops the 
draft of a Proposed Social Statement which must be approved by the board of 
the Division fa* Church in Society and the ELCA Church Council. Then at the 
next biennial Church wide Assembly, nine hundred or more delegates examine 
the document line by line, debating, revising, and ultimately adopting or 
rejecting the Social Statement. The subsequent printed version indicates the 
vote for and against and may include a brief summary of the objections raised 
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by those who opposed adoption. Only then does a Social Statement become the 
basis for church policy, education and advocacy. 

In Sweden and elsewhere in Scandinavia, there is a tradition of appointing 
commissions to advise Parliament and the government on complex 
controversial matters of public policy. “Underlying this tradition is a strong 
belief in rational approaches to problems, in planning, and piecemeal social 
engineering [as well as]... a willingness to compromise” ([4], p. 17). Typically, 
a commission dealing with bioethical issues would include one or two 
theologians and possibly others able to represent Christian perspectives in the 
commission’s deliberations. Their eventual report is circulated among 
government agencies and non-governmental organizations including the 
churches. The Church of Sweden’s Research Department organizes a task force 
to study the issues and make a recommendation to the General Synod, the 
church’s highest decision-making body, which determines the church’s official 
response to the commission proposal. While the Parliament is free to ignore the 
church’s advice, it seems that its views are usually given serious consideration. 

Finally, it should be recognized that, as might be expected in the tradition 
of Luther and the Reformation principles of sola fide (faith alone) and sola 
scriptural (scripture alone), the churches do not understand themselves to have 
a magisterium or formal teaching office per se whose judgments should bind 
the consciences of individual Lutheran Christians. A large majority of 
Lutherans would ignore them in any case. For example, according to the recent 
European Values Study, “fewer than half of all... Germans and Scandinavians 
expressed confidence in their church” and only 1 1% of Danish and Swedish 
respondents “felt the church provided adequate answers to the problems of 
family life” ([33], p. 962). A more positive warrant for ecclesiastical modesty 
concerning the status of its pronouncements can be found in Luther’s 
paradoxical dicta (following St. Paul): “A Christian is a perfectly free lord of 
all, subject to none. A Christian is a perfectly dutiful servant of all, subject to 
all” ([6], p. 277). At its best, Lutheran social teaching in bioethics aspires to 
exemplify Christian freedom in the service of human welfare. 

III. THE CHURCH AND BIOETHICS 

In order to stimulate reflection on bioethical issues within the Lutheran 
communion, the Lutheran World Federation’s Department for Theology and 
Studies invited the churches of the five Nordic countries (Denmark, Finland, 
Iceland, Norway and Sweden) to nominate persons to form a working group on 
bioethics. It was hoped that this pilot project might be the first of several 
regional efforts. The seventeen member group, which included theologians, 
ethicists, physicians and pastors met in Sigtuna, Sweden in 1993 to consider 
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how they might carry out their assignment. They decided to produce a small 
bode that would inform the churches’ constituencies of ethical questions raised 
by developments in biotechnology and assist them in attempting to discern 
God’s will in these matters. 

They began by assigning the drafting of the various sections to one or two 
and in one case six members of the working group. The material generated by 
the subgroups was reviewed at a second plenary meeting in Jarvenpaa, Finland 
in 1994 (where I was invited to participate as an external critic). The documents 
were subjected to extensive detailed discussion and suggestions were made for 
their revision. It was decided that the final text would represent the views of the 
individual author or co-authors rather than the working group as a whole, the 
Lutheran World Federation (LWF) or its member churches. The documents 
were edited by Viggo Mortensen of the Theological Faculty of Aarhus 
University and Director of the Department for Theology and Studies of the 
LWF and were published in 1995 by World Council of Churches Publications 
in Geneva under the title Life and Death: Moral Implications of 
Biotechnology. 

In the initial chapter, Svein Aage Christoffersen , a theologian from the 
University of Oslo explains that “bioethics is ethics with a special focus on 
challenges arising from modem biotechnology” broadly understood as “any 
technology using micro-organisms or biological material for technological 
purposes” ([24], p. 2). While the first generations of Lutherans were familiar 
with simple forms of biotechnology (e.g., brewing), modem applications raise 
unprecedented bioethical questions at “the beginning of life (prenatal medicine), 
in the midst of life ([genetic] testing and screening) and at the end of life 
(euthanasia)” ([24], p. 3). 

Christoffersen observes that Christian communities have several reasons 
to be concerned about these developments. Not only will they affect their daily 
lives as individuals, couples and families but also their political lives as citizens 
obligated to participate in democratic decision-making concerning the uses of 
biotechnology. Finally, as members of a global church, Christians have reason 
to be wary “of the power of new technology to produce new kinds of injustice 
and exploitation between North and South” ([24], pp. 6-7). If the gap between 
rich and poor is not to be widened, affluent Christian communities will need to 
advocate policies assuring a just distribution of the benefits and burdens of 
research and development. 

This will not be easy. In “pluralistic and in some ways post-modem 
society, characterized by moral fragmentation, ... polarization,... and moral 
apathy, politicians may be tempted to ... leave bioethical questions to individual 
choice” and the church may be tempted to turn inward, withdrawing from public 
moral discourse ([24], pp. 7-8). While granting that personal responsibility for 
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moral decision-making is primary, and “not every question can find an answer 
through legislation,” Christoffersen insists that some questions can. “Laws can 
establish a framework for ethical decisions and protect and secure human 
dignity; and the values that are basic to a just society set up barriers against 
dehumanizing forces ([24], p. 8). As will become evident below, the 
contributors to this project are committed to the church’s participation in the 
political design of such frameworks. 

Before that can be dare, however, the church needs to stimulate bioethical 
discourse within its own ranks. The church offers a unique venue for this 
conversation because, unlike the media, legislature or courts where the debate 
is often disingenuous, fractious or driven by economic and political interests, 
the church is a place “where it is permitted not to be absolutely certain, a place 
of questioning and listening, for raising doubts and hesitation, for thinking and 
rethinking — a place where ordinary people can address bioethical questions 
from their own point of view” ([24], p. 95). 

The clergy should take the lead. According to Christoffersen and 
Mortensen, “Every pastor who cares about his or her congregation will in one 
way or another be confronted with bioethical questions, and they should be 
addressed in adult education, pastoral care and from the pulpit” ([24], p. 95). 
Not that they have all the answers as “professional moralizers.” Their 
contribution to the conversation lies in lifting up the Christian understanding 
of what it is to be a human being, in advocating for a caring society, and, above 
all, in proclaiming the gospel as “herald[s] of God’s unlimited grace.” In 
counseling contexts, their proper role is to listen and give support to people 
grappling with these issues, helping them to arrive at decisions they can live 
with in years to come, and reminding them of the forgiveness of sins. 

Following the example of Martin Luther, who did most of his “social 
ethics” in the context of letters or brief treatises addressing specific situations, 
the group chose to cast their Lutheran bioethics in the form of fictitious letters 
to individuals struggling with problems such as infertility, genetic disease, or 
care for the terminally ill. Since the Lutheran tradition emphasizes secular 
vocation or calling as a place of accountability to God and neighbor, the group 
included letters to a genetic counselor, a nurse, a research embryologist, a 
pastoral counselor, a member of parliament, and a corporate manager 
contemplating introducing mandatory genetic screening of employees. The 
epistolary device was intended to make their document more concrete and 
accessible for readers. Also, it was hoped that this format would best convey 
the group’s modest sel f-understanding. They did not want to present themselves 
as a official panel of ethical experts announcing authoritative findings, but 
rather as a group of fellow Christians reflecting on these issues from the 
perspective of Christian faith. 
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IV. A LUTHERAN APPROACH TO BIOETHICS 

A certain ambiguity surrounds the question of whether there is or can be a 
“Lutheran approach to bioethics.” Are there ethical approaches that are 
uniquely Lutheran? One could examine the official teachings of Lutheran 
churches, the ethical writings of individual Lutheran theologians, or the 
convictions, judgments and patterns of moral reasoning widely shared among 
Lutheran folk. Whichever set of data were to be used, identifying the 
characteristically Lutheran would be a descriptive task, albeit a complicated one 
due to discrepancies between the data sets. Alternatively, the identification of 
a Lutheran approach might be a prescriptive enterprise, an attempt to articulate 
what Lutherans ought to believe or to set forth the normatively Lutheran 
approach. 

This was the task undertaken by the co-authors of “A Lutheran Approach 
to Bioethics” in the Lutheran World Federation study. The group included 
systematic theologians (Lars Thunberg, formerly of the Universities of Uppsala 
and Aarhus; Jaana Hallamaa of the University of Helsinki; and Gert Nilsson in 
the Research Department of the Church of Sweden) and ethicists (Svend 
Andersen of the University of Aarhus and Bj6m Bjomsson of the University 
of Iceland). Lars Ostnor, a systematic theologian at the Norwegian Lutheran 
School of Theology in Oslo, coordinated their work. They sought “to reflect on 
bioethical questions on the basis of the Lutheran theological heritage.” Their 
account of Lutheran ethics is noteworthy (and particularly welcome in the 
American context ) for its emphasis on natural law, the Golden Rule, reason, 
and vocation, as well as agape and justification by faith . None of these themes 
is unique to Lutherans and today, in some quarters, it may not even be 
“characteristic” of Lutherans in a descriptive sense. Nevertheless, they are 
normatively and confessionally the essential elements of Lutheran ethics. 

They are also resources upon which the church ought to draw when it 
participates in public bioethical discourse. Not that all this language must be 
used on every occasion, but it is precisely these insights and values that make 
the church’s voice worth listening to. Furthermore, “the basic relation human 
beings have to God cannot be expressed without using religious language, and 
one cannot translate this language into other modes of speech without losing 
something essential” ([24], p. 10). 

Human beings are created in the image of God {imago dei ), which means 
that they are radically dependent on God, on God’s creation, and on other 
people. The quality of the first relationship determines the other two. Disorder 
in our relation to God is the ultimate cause of conflict in human relationships 
and alienation from nature. Being created in God’s image involves both a gift 
(“allowing us to share in the divine love, goodness, beauty and wisdom”) and 
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a task (“requiring us to become God’s co-workers, stewards and cultivators of 
the earth”). But as the Genesis narrative illustrates, human beings fall out of 
right relationship to God and neighbor. This fallenness, called “sin”, is 
expressed in “distorted self-concentration. ” 

In this state, we cannot help ourselves. Even when we are ethically self- 
conscious and aspiring to be “on our best behavior”, we do not achieve what 
God’s righteous law demands. The gospel or “good news” is that despite our 
sin, “God offers us a share in the justice of Christ.. ..[on the merit of which we 
are permitted to] stand as just before God ourselves” ([24], pp. 14-15). All we 
have to do -- indeed all we can do - is accept God’s gracious offer, trusting his 
promise of forgiveness. This is, in classically Lutheran language, justification 
by faith in Christ through grace. Since this is God’s doing and not our own 
achievement, “to be a Christian is to be just and sinner at the same time (simul 
Justus et peccator)”. 

At peace with God, forgiven sinners should manifest their gratitude by 
loving their neighbors as themselves. Christian love of neighbor is a 
commitment to serving the needs of others (beneficence) and a willingness to 
sacrifice one’s own desires and interests (suffering) when the good of the 
neighbor requires it. (This brief sketch does not “do justice” to the splendid 
outline of Lutheran ethics in the LWF volume.) 

Updating Luther’s distinction between “the two kingdoms” while 
preserving its fundamental insight, the group says that Christians should 
“contribute to the establishment and maintenance of democratic 
societies.... [using] their power to organize societies so that they accord as far 
as possible with the principles of beneficence and equality contained in 
neighborly love. Together these two principles entail that all human beings are 
entitled to a just share of the goods at hand, not just to help them in the form of 
charity. The unity of beneficence and equality entails justice...” ([24], p. 20). 

What should be the church’s role in attempting to influence legislation and 
the administration of public policy? The group sees the church as the proponent 
and defender of, inviolable values founded on the Christian view of creation and 
human beings. On the basis of a vision of the good life, the church must show 
how society may be better. But it is not for the church to be a legislator for 
society: that is a task for politicians, for the worldly kingdom not the spiritual 
one. What is a relevant task for the church is to criticize laws and politics ([24], 
pp. 27-28). 

This responsibility cannot be fulfilled without dialogue and co-operation 
with those who do not share their religious beliefs and values. Lutheran 
theology teaches that all human beings have a conscience (“a natural 
understanding of good and evil”) and “a moral dignity whose voice must be 
respected” ([24], pp. 12-13). The concept of natural law refers to this moral 
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rational capacity rather than an empirical claim that all people actually share a 
similar understanding of right and wrong. It is enough, however, that 
“Christians can presuppose that their dialogue-partners are acquainted with the 
natural counterpart of neighborly love: the Golden Rule”. Accordingly, 
“Christians leave space for non-Christians to lead their life in ways quite 
different from the ways Christians have chosen for themselves” ([24], p. 21). 
Moreover, natural law allows Christians to assume that “the values and 
symbols of a culture include normative-ethical elements which establish uniting 
patterns in society and support and undergird societies in a constructive way. 
Some of the ethical norms are shared across the borders of societies and 
cultures” ([24], p. 23). 

But if native moral insight and the“normative-ethical elements” of culture 
are so highly esteemed, what has become of the Reformation principle of 
“scripture alone”? For Lutherans, “the role of scripture as a source for ethical 
knowledge supplements but does not eliminate the sources given by virtue of 
the universal revelation to all human beings” ([24], p. 24). Although arguments 
based cm biblical norms always deserve careful attention, not every ethical 
statement in the Bible is authoritative. Each passage must be “read in its textual 
and historical context”. “The use of the Bible in ethics presupposes a 
hermeneutical task, a work of interpretation in which the details are seen in light 
of the totality and the periphery is differentiated from the center - the message 
about Jesus Christ” ([24], pp. 24-25). It is also necessary to take into account 
differences (social, economic, political, scientific, etc.) between the time of the 
Bible and today which may make direct appeals to Scripture inappropriate. 
None of this means, however, that Scripture is unintelligible outside the church. 
“As a classical text with a long and pervasive influence in certain cultural 
traditions. Scripture... has relevance for the debate within society about 
bioethics” ([24], p. 25). 

The values the church seeks to promote in the general social discussion are 
grounded in its scripture and tradition. They may be summarized here as human 
dignity, human rights, human integrity, and quality of life. Interpreted in light 
of Christian understandings of health, suffering, and death, these four values 
serve as “normative criteria” in ethical evaluation. The Nordic authors appeal 
to them repeatedly throughout the LWF study. 

V. NEW REPRODUCTIVE TECHNOLOGIES 

According to Bjorn Bjornsson and Lena Kjems, a doctoral student in bioethics 
at Aarhus University, in the Lutheran tradition, “a starting point for ethics could 
be the recognition of a certain latitude in moral questions” ([24], p. 43) . In the 
absence of any divine commands in this area, individual Christians must make 
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their own informed reproductive choices. There are, however, two axioms of 
Christian faith that should orient moral deliberation. First, “the gospel takes a 
preferential option for the poor and vulnerable”. In this context it means 
recognizing that infertility is often experienced as a personal tragedy and that 
women are disproportionately burdened by stigmatization and invasive medical 
procedures (eg-, laparoscopy and the unknown long term effects of hormone 
therapy). It also directs attention to the interests of children as well as of third 
party donors and surrogates. The second axiom, “Human beings are never to 
be treated as a means; human value is not instrumental but intrinsic”, reminds 
us that human worth is not contingent on fertility and that “a biologically 
related child is not the only proper object for our human desire to love and be 
loved” ([24], p. 43). 

While it is true that Jesus’ teachings transform our conception of the 
family by creating a new and more basic fellowship, the church, the desire for 
children does not thereby become morally suspect. 

The family has been highly regarded within the Lutheran tradition, carrying 
on the Old Testament notion of the family as a sign of God’s blessing. Luther 
himself used the imagery of parental authority to illustrate God’s authority. Life 
as a gift is a fundamental notion cherished in the Christian tradition, meaning 
that biological offspring can be viewed as a very concrete way of passing on 
this gift ([24], p. 43). Concerns such as these form the basis for Lutheran moral 
appraisal of reproductive technologies. 

Bjomsson and Kjems identify a number of problematic aspects: the 
wastage of fertilized eggs and embryos, the “medicalization” of procreation, the 
fact that “in some countries a couple signing up for IVF within the public health 
system must take their name off official adoption lists”, gender justice, and the 
impact of these expensive technologies on global justice. Perhaps most 
troubling is the tendency to imagine that there is a right to have a child. “A 
child is a gift, never to be considered as a piece of property. Acceptance of the 
child as a gift of God is an expression of the fundamental human birthright as 
being created in the image of God, male and female” ([24], p. 46). They call for 
“a pronounced child-centered approach” in assessing reproductive technologies. 
Responsible parenting is a vocation in which parents are called to love their 
neighbor — who is their child — as themselves. 

A similar commitment to putting the love of children first and foremost is 
advocated by the American Lutheran theologian Ted Peters, who is notably 
more optimistic about the long term consequences of reproductive technology. 
Where the Nordic Lutherans see potential problems, he sees promising 
possibilities. Peters writes, “I [am not] interested in restricting choice on the 
basis of essentialist ontology or increasingly outmoded assumptions about the 
necessaiy ties between sex, baby-making and family life. I am single-mindedly 




152 



PAUL NELSON 



interested in one thing: loving children who are already here and children yet to 
be” ([28], p. 1196). 

Standard IVF involving only a married couple is acceptable to most 
Lutheran communities, and in this Bjomsson and Kjems concur. But donor IVF 
is another matter. Here the vulnerable parties include the donor and the child to 
be. They fear exploitation of the less privileged as donors of all types and 
commercialization of procreation. “The marketplace is not the proper sphere for 
the reproduction of human life.... Any biotechnological procedure that involves 
the buying and selling of reproductive services must be regarded with 
suspicion” ([24], p. 47). The confusion of identities generated by donor 
arrangements and surrogacy is not in the best interests of the child. “Perhaps 
the most basic right of a child is to be able to identify with its parents, to know 
them and, what is even more important, to be known by them and loved by 
them” ([24], p. 47). To deliberately bring about a circumstance where a child 
is deprived of this right is unjustifiable. Where IVF is used in conjunction with 
prenatal diagnosis or other forms of genetic engineering it is even more 
problematic. Abortion for non-therapeutic sex selection or selection for sex 
prior to fertilization exemplify biotechnology’s potential for exacerbating long 
standing patterns of prejudice and exclusion. 

Discussion of the propriety of using fertilized eggs and embryos for 
research purposes has emerged recently among Lutheran ethicists on both sides 
of the Atlantic. The central issue is, of course, the moral status of the human 
embryo and on this point Lutherans disagree. 

There are those who give their argumentation on bioethical questions a specifically Christian 
basis, pointing to the fact that the human being is created by God and has infinite value. Others 
choose to put forward their arguments on a more common basis by ascribing human dignity 
either to peraonality or to the fact that each individual as a part of humankind is to be understood 
collectively....[And] some theologians try to combine these two lines of thought: the concept that 
the human being is created by God according to his image is added to the concept of biological 
development. This leads to the idea of a human being’s value as graded ([24], p. 53). 



On the developmental view, human dignity accrues incrementally to the 
unborn from conception to birth, While the dignity ascribed to the embryo is 
not negligible, neither is it compelling. Of course, those who hold the first view 
are prepared to accord full human standing from the very beginning. 

The LWF study includes a letter to a medical researcher concerning the use 
of fertilized eggs and pre-implantation diagnosis illustrates this disagreement. 
Its co-authors theologians Anne-Marie Thunberg, a Swedish ethicist, and Lars 
Ostnor are both critical of “natural scientific positions which operate with a 
narrow evolutionary perspective, using only knowledge from biology without 
taking account of important ethical aspects” and skeptical about “philosophical 
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arguments that tend to restrict the understanding of personhood in terms of 
human beings meeting certain qualitative standards” ([24], p. 54). But from 
here their views diverge. 

Thunberg believes that human value is anchored in conception but she 
denies that recognition of an inalienable right to life implies “that there are no 
circumstances undo* which human life may be sacrificed.” For her, “human 
value is a necessary but not sufficient precondition for moral decisions” ([24], 
p.55). In cases of conflict, (me life may be violated for the sake of a moral value 
when its sacrifice can withstand the test of proportionate reason. For Ostnor, 
however, it is necessary to emphasize the theological reason for ascribing 
human value Iron conception cm. It is not simply because biological science can 
not tell us when a human being becomes a person and therefore one must 
default to the time when a human life first comes into existence. Rather, a 
being’s human status and a right to life should be grounded in “its relation to 
God” and not on “characteristics, activity or work” related to any stage of 
development or phase of life. For this reason, there can be no “qualitative leaps 
which legitimate degrees of human dignity”. In cases of the sort of conflict 
envisioned by Thunberg, “there can hardly be any relevant ethical interest vital 
enough to be given ethical priority over the right to life of a fertilized egg or 
embryo” ([24], p. 56). 

At the same time, they emphasize that the church is positively disposed 
toward biomedical research. Gaining knowledge about ourselves and the natural 
world is not contrary to God’s will but is, rather, an expression of the divine 
mandate that we should be stewards of creation (Genesis 1 :26-28). That basic 
research often leads to clinical applications beneficial to patients and society at 
large makes research a worthy calling in which to serve one’s neighbors. Yet 
like all other human endeavors it is subject to evaluation based on ethical norms 
and values. “There is no complete freedom of research allowing researchers 
simply to overlook their own ethical responsibility” ([24], p. 57). Scientists 
should be self-critical and seek to foster informed public debate on the issues 
raised by research. 

Scientists must be prepared to refrain from research that is intrinsically 
unethical. Valuable and useful results are not enough to legitimate research that 
might be labeled unethical on, for instance, fertilized eggs. The research must 
stand on its own feet. On the other hand, if research is labeled unethical, this 
does not prevent us from using the results when they actually exist, and might 
prove to serve a purpose ([24], p. 58). 

Moreover, the rights of individuals should take precedence over possible 
benefits to society, and special care must be taken to protect the interests of the 
weak and vulnerable. 

Thunberg and Ostnor offer theological rationales for both utilitarian and 
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deontological assessments. Christians are concerned about promoting health 
and welfare no less than respecting human dignity and equality. To employ 
either type of reasoning exclusively without regard to the other is irresponsible. 
Doubtless it is difficult to harmonize the two approaches in particular cases, 
and they do not pretend to offer any general solution to the problem of conflict. 
Ethical dilemmas can only be resolved on a case by case basis. They do, 
however, recognize certain boundaries. “Some norms of an ethics of duty may 
count so heavily that no dispensation from them can be given in the name of 
advancing certain purposes or consequences” ([24], p. 61). 

On these premises, Thunberg and Ostnor agree that “research of a more 
clinical character on fertilized eggs which are to be brought back to the woman 
is acceptable so long as the purpose is to give the egg increased possibilities to 
survive and develop into a living child” ([24], p. 62). But even here they have 
reservations about the creation of surplus eggs and the loss of eggs through 
freezing and thawing. Research in which eggs are not to be implanted but used 
and then destroyed is, in Ostnor’ s opinion, an impermissible violation of human 
dignity that ought to be forbidden. Thunberg is less absolute. She suggests the 
following as an ethical norm: 

Since fertilized human eggs are human personal life-in-becoming, with a rightful claim to human 
value, medical experimentation with them is not in general morally acceptable. Exceptions may 
be made within 14 days after fertilization (not counting any period in which they are frozen) only 
if all the following conditions are met: that such research aims at an improvement of the life 
process, drat the insights gained are necessary and not otherwise available, that the donors of eggs 
and sperm have given their permission ([24], p. 62 ). 

Their divergent judgments are mirrored in the discussion among American 
Lutherans. In the United States controversy was sparked by the publication in 
September 1994 of the report of an ethics advisory committee to the National 
Institutes of Health. The Report of the Human Embryo Research Panel called 
for the resumption of federal funding (suspended in 1980) for human embryo 
research [31]. Moreover, the panel endorsed funding studies in which human 
embryos would be created solely for the purpose of experimentation. The 
National Institutes of Health has not acted on the report, and its 
recommendations have not been forwarded to Congress. To preempt any move 
in this direction. Congressional critics succeeded in passing Public Law 104-91 
(January 26, 19%) stating that none of its authorized funds may be used for the 
creation of human embryos for research or for non-therapeutic research in 
which so called surplus embryos are destroyed. 

Robert W. Jensen, a prominent Lutheran theologian, denounced the panel’s 
composition, conduct and conclusions in scathing terms. 
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If the decisions of the panel stand as government policy, it will have been established that who 
is or is not a human person must and may be simply decreed by those already claiming the status, 
that those not granted this status may be used for whatever purpose we find on balance most 
beneficial to ourselves, and that government acts for us in the matter. Dr. Mengele, it turns out, 
was only ahead of his time and place ([3], pp. 14-15). 

He charged that the panel was stacked with individuals already on record 
as supporting the proposed research and in the case of the scientists, persons 
who stood to gain from a resumption of funding. The panel offered assurances 
that they were drawing clear lines and setting limits around the research they 
were approving and then immediately went on to speak of exceptions. Also they 
emphasized that their judgements were only for the present time and called for 
further review of research proposals they were not now prepared to approve. 
Understandably, none of this was reassuring to critics who saw in these 
equivocations the specter of a very steep and slippery slope. 

Jensen also observed that the Evangelical Lutheran Church in America and 
other “mainline” Protestant churches have justified their tolerance of abortion 
“by adducing the pain, 'agonizing choices’ preemptory privacy or necessary 
liberation of the mother”. Were the panel’s recommendations to be followed, 
the American people would be paying “for the killing of further tens of 
thousands of unborn human beings where no mother is in the picture.” Would 
the pro-choice churches, he asked, “stand to their rhetoric and rise up in 
righteous wrath”? ([3], p. 15). 

In response to a query from a bishop, the ELCA’s Division for Church in 
Society asked me and several other Lutheran ethicists to comment on the NIH 
panel’s recommendations in light of Jensen’s critique and the church’s Social 
Statement on Abortion. All of us were critical of the recommendation to create 
embryos expressly for research. Hans 0. Tiefel argued that the panel’s 
philosophical beliefs were sharply at odds with the Christian understanding of 
human life [38], Adele Stiles Resmer found the panel’s ethical arguments to be 
unbalanced, “slanted”, “thin” and ultimately unconvincing. I indicated that I 
shared Jensen’s concerns about the panel’s view of the moral status of the 
human embryo, “personhood” as a criterion for exclusion, the composition and 
prejudgments of the panel, and their setting limits (with exceptions) for the 
present while calling for further review of the proposals that didn’t fall within 
their provisional guidelines. Embryo research does not warrant a very high 
priority in the allocation of scarce public resources for biomedical research. 
This is particularly true where the objective is to improve existing infertility 
therapies, hardly one of our most pressing public health concerns. Yet some 
experimentation on human embryos, particularly that which is potentially 
therapeutic, is morally justifiable. If research is to be done, it seems to me that 
it might be less corrosive to respect for the dignity of human life if it were to be 
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confined to the use of existing (“surplus”) embryos that would otherwise be 
destroyed. It might even be appropriate to fund such research when the first of 
the panel's two conditions is met ("when the research by it's very nature cannot 
otherwise be validly conducted") provided, of course, that the potential benefits 
were of sufficient magnitude to warrant the expenditure. However, to approve, 
much less fund, the creation of embryos specifically for research would 
establish a dangerous precedent ("the thin edge of the wedge"). 

That was my personal view. But the ELCA’s institutional position must 
be congruent with the Abortion statement ("Human life in all phases of its 
development is God-given and, therefore, has intrinsic value, worth, and 
dignity"). Should the fact that an embryo is not to be implanted diminish its 
status? Here there is no “conflict of rights” with the woman but rather a conflict 
with the interests of present and future infertile patients and all of society in 
basic scientific and clinical progress. The church would not ascribe diminished 
status to late-term fetuses in utero, newborns, incompetent children or adults, 
not even to those who are about to die anyway. There is no basis in existing 
church policy for supporting non-therapeutic research on existing embryos. 
Indeed, there is warrant for opposing it. 



VI. GENETIC MANIPULATION, SCREENING AND COUNSELING 

Developments in genetics and biotechnology afford us unprecedented control 
over ourselves and our progeny. While some Christians see this as 
presumptuous interference with creation (“playing God”), Lutheran ethicists in 
general are positively disposed toward biotechnology. God has mandated that 
human beings use the resources of creation, search for truth, and create culture. 
Our ability to understand the workings of nature and develop technology are 
divine gifts but as with other gifts, they must be used responsibly. 

Science and technology should be servants of humanity not its masters. 
Got Nilsson and Hans-Olaf Kvist, a theologian at Abo Akademi University in 
Finland, hold that “the dignity of the human being is more important than the 
freedom of research; respect for the integrity of the human being is more 
important than the development of technology” ([24], p. 87). Thus there are 
limits beyond which we ought not go, and no potential benefit to the many 
justifies violating the dignity and integrity of a few. While there is a natural 
desire to continuously push these limits, moral responsibility requires the 
regulation of these efforts in order to safeguard the integrity of creation. 

The precise location of the limits is, of course, always in dispute. Nilsson 
and Kvist place manipulation of human sex cells and transplantation of tissue 
from aborted fetuses out of bounds. Although the New Testament clearly 
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mandates curing the sick, and while helping people with Parkinson’s disease or 
diabetes is certainly laudable, Nilsson and Kvist believe it should be done 
through cell-culture. An established practice of transplanting fetal tissue risks 
“objectifying the fetus and reducing human life to a remedy for someone else” 
and would be “the beginning of a slippery slope” ([24], p. 92). 

In a discussion of genetic counseling and prenatal diagnosis, Kees van 
Kooten Niekerk of the Centre for Bioethics at Aarhus University and Per 
Sundstrom, a medical researcher at the University of Uppsala, advocate a non- 
directive approach. The counselor’s obligation, particularly if she or he is 
physician, is not discharged merely by reporting accurate, up to date and 
unbiased medical information. She or he must take pains to communicate this 
knowledge in a way that patients can understand and consider their risks and 
options. Patients should be free to express their feelings, questions, and values. 
The counselor should listen attentively and take time to involve patients in the 
decision-making process. Medical information provided by the counselor 
should not automatically determine what is to be done. The choices to be made 
are the patient’s prerogative and it is the patient’s wishes and values, not the 
counselor’s, that should be decisive. (The topic of abortion after prenatal 
diagnosis is discussed in the next section.) 

The collection and security of genetic information has been the focus of 
much discussion in the Nordic countries. In 1993 the Danish Council of Ethics 
issued a report advising the government on legislative reforms designed to 
balance the protection of personal privacy with needs of medical research [ 1 ]. 
Similarly, Nilsson and Kvist called for legislation requiring an individual’s 
consent before genetic data could be stored and preventing the transfer of such 
information to insurance companies ([24], pp. 89-90). 

The LWF study includes a letter to the manager of a pharmaceutical 
company contemplating the introduction of genetic testing of all employees. 
While the maximization of profit and the minimization of risks are legitimate 
objectives, any genetic testing program should contribute to the well-being of 
the employees. Specifically, it must be consonant with the ethical principles of 
autonomy, beneficence and justice. That these principles may conflict 
complicates the manager’s decision. The letter’s writers, Sakari Kaijalainen, a 
physician and secretary general of the Medical Research Council of Finland) 
and Ulla Schmidt, a doctoral student in theological ethics in Oslo, show how the 
three principles apply to genetic testing in the workplace. 

Assuming that the company has already undertaken efforts to make the 
working environment as safe as possible, a genetic testing program may offer 
workers additional protection. But it should not be mandatory. Autonomy 
requires that individuals not be forced to disclose intimate information. Nor 
should they be compelled to discover their genetic disorders or predispositions 
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if they would prefer not to know. As long as they are informed about the 
dangers of chemical exposure and the risk it poses to persons who are 
genetically susceptible, the choice of whether or not to undergo testing must be 
left up to them. 

Beneficent paternalism is justified with regard to requiring workers to wear 
helmets cm* protective clothing but these measures do not invade personal 
privacy as would genetic testing. If the company were to guarantee affected 
employees a job transfer, the coerciveness of testing would be somewhat 
mitigated. But in the end, an informed worker should be allowed to prefer a 
familiar but less safe job to a safer but less lucrative job or to no job at all. 
Kaijalainen and Schmidt think, however, that the company might be justified 
in refusing to hire people found to be at significant risk if the applicant 
submitted to testing voluntarily. 

The principle of justice raises additional objections to mandatory testing. 
If workers were to be hired or assigned particular jobs on the basis of their 
genetic make-up, the company would be practicing unjustifiable discrimination 
by denying fair equality of opportunity to those with a disability over which 
they have no control ([24], p. 105). Furthermore, it would be difficult to assure 
the accuracy and security of the information to be collected. Could 
confidentiality be maintained within the company? Might the data be used for 
sane other purpose than that fa which it was collected without the employee’s 
consent? Whatever assurances might be given by the employer, an employee 
has the right to protect him a herself against possible misuse or disclosure of 
such sensitive personal information. On the basis of these considerations, 
Karjalainen and Schmidt think that even a voluntary testing program would 
have to be carefully designed so that employees do not feel pressured, directly 
a indirectly, to participate ([24], p. 107). 

VII. ABORTION 

The ELCA has always been perplexed about the moral status of abortion. On 
the one hand, it maintains that “human life in all phases of its development is 
God-given and, therefore, has intrinsic value, worth, and dignity... [which] 
human beings are called to respect and care for” ([35], pp. 2-3). Yet at the same 
time, concern for the well-being of women impels the recognition that “there 
can be sound reasons for ending a pregnancy through induced abortion” ([35], 
p. 6). When the woman’s “physical life” is threatened, when there is “extreme 
fetal abnormality which will result in suffering and very early death”, or when 
the pregnancy is the consequence of involuntary or non-voluntary intercourse, 
abortion may be a legitimate option of last resort ([35], p. 7). (The Social 
Statement on Abortion adopted in 1991 is described in greater detail in 
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Bioethics Yearbook, Vol. Ill, pp. 167-169.) 

The tension caused by the pull of these conflicting attachments is evident 
in the LWF’s Life and Death. While the study did not focus cm abortion, the 
issue surfaced at several points in their discussion. For example, in erne of the 
letters, a physician is counseling a couple who are thinking of having another 
baby. One of their two children suffers from cystic fibrosis. The doctor worries 
that he may have been too casual in presenting the option of prenatal diagnosis 
and abortion, and he writes to solicit the advice of a theologian. In reply, Kees 
van Kooten Niekerk and Per Sundstrom assure him that he is obliged to provide 
accurate medical information in a non-biased, non-directive way but advise him 
to be “careful not to insinuate that a [prenatal diagnosis of cystic fibrosis] 
makes abortion the ‘natural’ solution.” The choice of abortion is not entailed 
by the decision to undergo the test . It is a separate matter and deserves careful 
attention in its own right. Since abortion “terminates the life of a human being 
in 5/re....[F]rom a Christian point of view, abortion can only be a last resort”. 
Were the couple to conclude that they would be unable to cope with caring for 
two children with cystic fibrosis, then “abortion might be the lesser of two 
evils”. But in that case, “they should ask themselves anew whether it would be 
better to refrain from having another child in the first place” ([24], pp. 39). 

The theologian reminds the physician that “it is easy to be morally radical 
when you do not have to bear the consequences. Moral concern for the welfare 
of the fetus can degenerate into self-righteousness and a disregard for anxious 
and ambivalent parents”. In the Lutheran tradition “love is the ultimate moral 
criterion, but love is incompatible with a self-righteous attitude” ([24], p. 39- 
40). 

As indicated earlier in the discussion of new reproductive technologies, 
there is disagreement among Lutheran theologians about the moral status of 
early human life. When do human embryos or fetuses attain the standing of 
those whose dignity, equality and integrity warrants respect and protection? 
Should that inviolability be considered absolute or should it give way when 
moral values conflict? Few Lutherans might disagree with the ELCA’s Social 
Statement that “human life in all phases of its development [from conception 
on] is God-given and, therefore, has intrinsic value, worth, and dignity”. Yet 
some hold a developmental view according to which human dignity accrues 
incrementally to the unborn from conception to birth. While the dignity ascribed 
to the embryo is not negligible, neither is it compelling. Others, of course, are 
prepared to accord full human standing from the very beginning and therefore 
only a few reasons for abortion might warrant sacrifice of fetal life. This is the 
position of the Lutheran Church-Missouri Synod, which judges abortion to be 
immoral except when it is necessary to save the life of the mother. 
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VIII. EQUITABLE ACCESS TO HEALTH CARE 

The Evangelical Lutheran Church in America has long supported the goal of 
universal health care. Since 1978 a series of Social Statements on human rights, 
economic justice, and racism have called for legislation guaranteeing health care 
to all persons equally. Through its Office of Governmental Affairs in 
Washington, D.C., the church has engaged in advocacy activities to make this 
goal a reality. The collapse of the recent health care reform initiative of the 
Clinton administration means that the church must continue its efforts, but there 
is little reason to think that they will be successful in the foreseeable future. 

A cartoon in New Zealand’s Evening Post (July 13, 1993) illustrates the 
problem. From a cathedral pulpit, the bishop declares to a handful of 
congregants scattered throughout an expanse of empty pews, “Political parties 
need to know that they ignore the church’s statement on social justice at their 
own risk....” Actually, the situation if the United States is even bleaker in that 
Americans do attend worship and identify with religious institutions to a far 
greater extent than in other developed countries. The fact that the ELCA and 
other churches that share its view have not made a greater impact on the 
political debate over the years is most regrettable. 

Though universal health care seems to be a dead issue in the United States, 
there continues to be discussion of access to expensive new technologies. This 
affords theologians like Adele Stiles Resmer the opportunity to observe that 
technological advances serve “as a constant reminder to those of us who can 
block the harsh realities of this world that injustice exists and we must... 
advocate for basic health care for all people so that basic health needs can be 
met ([32], p. 27). 

Lutherans in Germany and the Nordic countries often make the same point 
in a global context. Svein Aage Christoffersen worries that biotechnological 
research and development will be directed to serve the interests of the affluent 
North at the expense of the third world. But this is not inevitable. “It may also 
be developed to help people in the third world ... but ... only if people in the 
West are willing to pay for directing. . . technology toward the needs of the poor” 
([24], p. 7). The pharmaceutical industry may be a case in point. According to 
Gert Nilsson and Hans-Olaf Kvist, “research has concentrated on the needs of 
people in the West, when there are already good medicines and in many cases, 
while virtually ignoring the need for medicines and vaccines in the economically 
poorer parts of the world ([24], p. 93). Because Lutherans are members of one 
global Christian church, they cannot be indifferent to developments that may 
widen the gap between rich and poor. 

Even in their own countries, European Lutherans have reason to be 
concerned about equitable access to health care. While the policy of universal 
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health care is well established, European health care systems are not immune 
to the pressures of rising costs, aging populations, and scarce resources. 
Already in 1988 the Karolinska Sjukhuset, a Stockholm cancer clinic, imposed 
age limits on treatment of sane forms of cancer. In the ensuing controversy, 
“both the Prime Minister and minister of health forcefully spoke out against the 
view that not everyone should be given optimal treatment” ([4], p. 18). But will 
maximal treatment few all remain a realistic possibility or will rationing 
guidelines have to be imposed? In the LWF study, Jukka-Mikko Kaijalainen, 
a Finnish pastor, argues against age-based rationing. In his view, age is a 
relative matter and allocation decisions based on expected life span are 
unjustifiable. 

In a discussion reminiscent of Gene Outka’s ground breaking 1974 article 
“Social Justice and Equal Access to Health Care” [26], Kaijalainen surveys 
various conceptions of justice that might provide ethical justification for age- 
based rationing. The principle of “to each according to his or her needs” upon 
which systems of universal health care are grounded does not give any reason 
to favor the need of a 23 -year-old student over the equal need of a 5 5 -year-old 
teacher. “To each according to his or her merits” fares no better. How could 
merit be defmed and measured? Older patients would always have the 
advantage of having had more time over which to accumulate merit. Would 
merit calculations have to discount for unhealthy lifestyle choices? And even if 
these seemingly insuperable problems could somehow be overcome, there 
would remain a compelling theological objection. “The principle of merit is 
closely linked to the idea that individuals must in the end cope with the 
tragedies of their lives by themselves. This pattern of thought is contrary to the 
Christian belief in mercy, forgiveness, and love for one’s neighbor” ([24], p. 
77). 

The related principle of “to each according to his or her contributions to 
society” has similar drawbacks. Again there is the matter of definition and also 
the problem of how future contributions might reliably be predicted. Ultimately, 
any exclusion on the basis of societal contribution would be an affront to 
human dignity. The difference between Nordic and American moral sensibilities 
is evident in Kaijalainen’s dismissal of “to each according to the principles of 
the free market.” “Given that the wealth of persons may depend entirely on 
accidental factors (fortunate investments, inheritance, lottery prizes), it is clear 
that allocating treatment according to the principles of the free market cannot 
be fair, nor indeed is it the way most of us expect” ([24], p. 79). 

Finally, Kaijalainen considers the idea that what is just is that distribution 
that accords with the established expectations of society. But to define these 
expectations would require a long process of public education and consensus 
building. Is it likely that an aging population would embrace a new “social 
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contract” that mandated age-based rationing? He concludes that respect for 
human dignity, social solidarity, and mercy should be fundamental norms for 
any allocation policy. 

IX. WITHDRAWING OR WITHHOLDING TREATMENT 

The perspective of the Evangelical Lutheran Church in America is set forth in 
a 1982 Social Statement of one of its predecessor churches, the Lutheran 
Church in America. [See Bioethics Yearbook Vol. I, pp. 136-139.] The 
Statement was the basis for the ELCA’s 1989 amicus curiae brief in Cruzan 
v. Director of the Missouri Department of Health. The church argued in 
support of the petitioners: parents seeking the right, free from unwarranted state 
intrusion, to determine die level of care appropriate for their irreversibly 
comatose daughter. The state’s insistence that Cruzan receive artificial nutrition 
and hydration was a “continued intrusion into [her] body to maintain biological 
existence for a person who insists in the only way she is able, through her 
closest family, that she has had enough”. The parents’ desire was entirely 
consistent with the convictions of the church. “When we as Christians have 
lived our life and our earthly bodies fail, we wish our families to be free on our 
behalf to repeat the words of Simeon, upon seeing the infant Jesus, “Lord, now 
lettest thou thy servant depart in peace.... (Luke 2:29-31)” ([30], p. 21). [See 
Bioethics Yearbook Vol. Ill, pp. 173-175.] 

In 1992 the ELCA issued a Message on Social Issues entided “End of Life 
Decisions” which stated that “artificially-administered nutrition and hydration 
move beyond basic [ human ] care to become medical treatment” ([23], p. 3). 
As such, it may be refused when it is “unduly burdensome” and 
“disproportionate to the expected benefits”. That is the case “when medical 
judgment determines that [it] will not contribute to an improvement in the 
patient’s underlying condition or prevent death from that condition”. Neither 
are health care professionals “required to use all available medical treatment in 
all circumstances”. When patients or their legal spokespersons seek to limit 
treatment and allow death to occur, their request should not be regarded as 
suicide or abandonment. “Family, friends, health care professionals, and pastor 
should continue to care for the person” providing “relief from suffering, 
physical comfort, and assurance of God’s enduring love” ([23], p. 3). 

Lutheran positions on these questions should be broadly congruent with 
biblical understandings of death. According to the Lutheran World Federation 
study, the Bible offers two perspectives. On the one hand, death is a 
consequence of the source of human beings in the “dust of the ground” 
(Genesis 2:7; cf. Psalm 104:29). Understood in this way, biological death is 
something natural. On the other hand, it is also a punishment for sin (Genesis 
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2:17, 3: Iff.; Psalms 90:3, 7-9; Romans 5:12ff.; I Corinthians 15:21ff). 
Understood in this manner, death is an enemy ([24], p. 34). 

Thus, for Christians, death - even the same death - may be regarded as 
a merciful release from suffering and a judgment over humanity collectively. 

These conceptions underlie the LWF’s discussion of euthanasia in the form of a letter from an 
experienced nurse to a friend from nursing school who has taken a new job in a nursing home 
and is troubled about the suffering of her patients. She writes: In our nursing home wc do not use 
intensive means to treat cases of pneumonia, because all our patients are terminally ill and such 
treatment would not improve their condition but would simply increase or prolong their 
sufferings. I would not call these cases euthanasia, even passive euthanasia, for the term seems 
to me to give the wrong impression that medicine could in these cases actually have control over 
the hour of death. What wc really mean when we speak of passive euthanasia, then, is that we 
acknowledge the reality of death and give way to it without prolonging by medical means the 
process of the disease leading to death ([24], p. 65). 



The authors of the nurse’s letter, Svend Andersen and Jaana Hallamaa also 
wish to distinguish euthanasia per se from the medically indicated use of 
painkillers so strong or in so large a dose that death is hastened. In such cases, 
they say, giving the medicine has a double effect - the relief of pain and the 
hastening of death - but only the first of these is intended. According to most 
moral theorists, a pre-known but unintended negative effect of an act is not 
morally incriminating (1) if the deed itself is morally good or at least morally 
neutral, (2) if it is done with good intention, and (3) if the other, intended 
effects of the deed are good ([24], p. 66). 

Of course this is the extreme case. Earlier, the study had observed that 
“from the theological perspective of divine creation, efforts to eliminate or 
reduce physical, psychological, and other suffering are a legitimate expression 
of our struggle against imperfection and evil.... [Yet] it must be maintained that 
a life without suffering is not an absolute ethical ideal. Such a life has priority 
second to the confirmation of the biological existence ([24], p. 34). 

The “nurse” tells her friend that she has come to realize that the anguish 
she felt when she started working with terminally ill patients was caused by her 
own fears of pain, death, inadequacy and powerlessness. “I was constantly 
trying to find technical and medical means to make my patients feel better 
rather than simply being present as a fellow human person with them in their 
suffering” ([24], p. 69). But this awareness does not lead to any religiously 
inspired embracing of suffering: 

I have come to realize that I do not have to solve the problem of suffering; I cannot do that. I do 
not even have to try to show people that there is a meaning behind suffering, because I cannot 
do that either. As a Christian I am in the hospital to fulfill my calling as a nurse by doing my work 
as well as possible and living under the mercy of God in the service of other people. In this way, 
I am certain, God works in our world ([24], p. 70). 
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In the United States, Lutheran churches have long endorsed the use of 
living wills to facilitate decisions about withdrawing or withholding medical 
treatment. According to the ELCA’s 1992 Message “End of Life Decisions”, 

Because competent patients are the prime decision makers, they may refuse treatment 
recommended by health care professionals when they do not believe the benefits outweigh the 
risks and burdens. This is also the case for patients who are incompetent, but have identified their 
wishes through advance directives, living wills, and/or conversation with family or designated 
surrogates. Health care professionals are obligated to inform patients of medical treatment options 
and what in their best judgment are the potential benefits and burdens of such options. They are 
also obligated to obtain the consent of patients to provide treatment. Where this consent is not 
given, they should accept the desired limits of treatment, even when they do not agree with the 
decision ([23], p. 3). 



Jukka-Mikko Kaijalainen, writing in the LWF study, agrees that living 
wills enhance individual self-determination but avers that “we do not have a 
duty to announce in advance our will concerning the last days of our lives” 
([24], p. 84). Life is too unpredictable, in his opinion, for advance directives to 
be mandatory. 



X. ACTIVE EUTHANASIA 

Svend Andersen and Jaana Hallamaa observe that although euthanasia and 
assisted suicide are traditionally forbidden by penal codes around the world, 
today many people do not consider them crimes. What should Christians think 
about euthanasia? Should they regard the Dutch practice of accepting 
euthanasia so long as it is within certain procedural guidelines as enlightened 
social policy? They begin by distinguishing two questions: (1) Can it be 
legitimate for a human being to prefer death to life? and (2) Is it permissible to 
aid another person’s life if she or he wishes to die? 

With regard to the first question, Andersen and Hallamaa are aware that 
“traditional Lutheran vocabulary calls death a spiritual matter; it is something 
in which our relationship to God is at stake.... Agony in the face of death is not 
a sign of a fight to survive but a fight against despair that threatens to 
destroy...trusting faith” ([24], p. 67). A preference for death, in the eyes of 
many Christians, would seem to be self-assertion expressing a lack of trust and 
the desire to usurp God’s dominion over life and death. To Andersen and 
Hallamaa, however, it raises the question, “If the wish to die springs from the 
experience that life has come to an end, is it not incessant treatment rather than 
the wish to die that manifests human self-assertion and reluctance to accept the 
finitude of life?” ([24], p. 67). 

The occasionalistic tendency of Lutheran ethics is reflected in their 




BIOETHICS AND THE LUTHERAN COMMUNION 



165 



unwillingness to to reject either view outright. “A Lutheran understanding of 
the moral responsibility of the human person [requires that we] remain ethically 
alert, not pretending to have found a final answer to our questions and not 
condemning people who have arrived at a moral conclusion we ourselves do not 
accept” ([24], p.67). 

Turning to the second question, they note that “the ten commandments on 
the Lutheran understanding are not absolute moral norms as such but absolute 
only as a manifestation of the double commandment to love God more than 
anything and our neighbors as ourselves (Matthew 22:37-40 ). It is not 
inconceivable to them that in rare circumstances love might require actively 
assisting someone to die. Since in the Lutheran tradition the prohibition against 
killing has never been without exceptions [e.g., capital punishment, just war, 
and self-defense], it is possible that a particular act of euthanasia might not 
violate the fifth commandment. 

Yet this tentative openness to the possibility of euthanasia in rare cases of 
extremity pertains only to the individual Christian in her or his private capacity. 
It does not extend to what Lutherans like to refer to as “worldly orders” or 
“callings”. They explain. 



Even if we concluded that there is no absolute and general No to euthanasia on the basis of the 
Christian faith this conclusion cannot be extended to the societal sphere, for to do so would mean 
that health care professionals... would be entitled and even obliged to perform euthanasia and 
assist in suicide in an authorized way. Such legitimation cannot be based on Christian faith as we 
understand it ([24], p. 68). 



It is interesting to contrast this position with the ELCA’s conservative 
stance in “End of Life Decisions”. Even as the church affirmed that 
“deliberately destroying life created in the image of God is contrary to our 
Christian conscience”, it also recognized that “responsible health care 
professionals struggle to choose the lesser evil in ambiguous borderline 
situations”([24], p. 4). While this was hardly an invitation to “sin boldly”, it 
does indicate a difference in nuance at least from the Nordic Lutherans’ 
stipulation that in their vocational callings doctors and nurses may not exercise 
the Christian freedom they “enjoy” as individuals. 

There is no difference of opinion, however, between Andersen, Hallamaaa 
and the ELCA about the inadvisability of legalizing euthanasia. Ethics in the 
social sphere has to do with “the arrangement of institutions.. .and the routine 
acts performed by professionals within these institutions.” 

All social institutions ...should be based on the ethics of the Golden Rule as the secular rational 
counterpart of Christian neighborly love. This means that a health care system should fulfill the 
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requirements of beneficence - by securing treatment of diseases and illness - and distributive 
justice - by ensuring equal access for all citizens to proper medical treatment ([24], p. 68). 

To those who argue that beneficence requires adding euthanasia to the list 
of approved medical services, Andersen and Hallamaa ask, “how one can 
reconcile [the] traditional [life-enhancing] interpretation of beneficence with an 
understanding which would involve actively ending a patient’s life”? Their 
conclusion is that , “Christians cannot favor legislation which explicitly gives 
health care professionals permission to kill their patients or even obliges them 
to do so. No law can legitimately make it part of one’s professional task to use 
killing as a means to fight human suffering. Thus the practice of euthanasia 
cannot be accepted as a part of the legitimate “worldly order’([24], p. 69). 

XI. ENVIRONMENTAL ISSUES 

In 1993 the Evangelical Lutheran Church in America adopted a Social 
statement “Caring for Creation: Vision, Hope and Justice” that “offers a vision 
of God’s intention for creation and humanity as creation’s caregivers” ([36], p. 
1). The Statement sought to identify “the grim catalogue of environmental 
deterioration” including population growth, destruction of habitats, loss of bio- 
diversity, extinction of species, depletion of stratospheric ozone, global 
warming, acid deposition, depletion of geospheric resources, degradation of 
soil, dumping of waste, shortage of water, and pollution. In the church’s view, 
the environmental crisis is ultimately attributable to “humanity’s separation 
from God and from the rest of creation”; in short, to sin. 

Thus, care for the earth is “a profoundly spiritual matter” that must be 
begin with repentence of the injustice and heedless destructiveness that 
threatens to make the prophet Jeremiah’s vision of a desolate earth (Jeremiah 
4:23-28) a reality. Specifically, the Statement asks “congregations and other 
expressions of the church” to “seek to incorporate the principles of sufficiency 
and sustainability” into their daily lives and pledges the church to intensify its 
environmental education and stewardship programs. It promises to continue 
advocacy efforts on behalf of creation with the business community and in the 
public sector. All of this is to be done in confident hope that God’s promise for 
the fulfillment of all creation (“...the creation itself will be set free from 
bondage to decay and will obtain the freedom of the glory of the children of 
God” - Romans 8:21) will be our final destiny. 

The LWF study is also concerned to defend the integrity of creation. In a 
letter to a member of parliament considering legislation on animal research, 
Gert Nilsson and Hans-Olaf Kvist observe that “nature has its own intrinsic 
value, which exists independently of its utility to humans and must not be 
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violated” ([24], p. 86). They ask, “Do we have the right to breed extremely thin 
pigs for the convenience of human diets low in fat? Or cows that produce so 
much milk that their udders trail painfully along the ground? Do we have the 
right to produce synthetic cocoa biotechnologically and thereafter consider the 
cacao plant useless and let it disappear from the earth’s flora”? ([24], p. 88). 

In line with the ELCA Statement, Nilsson and Kvist maintain that while 
“the Christian faith teaches that human beings are mandated to administer the 
created world and to use nature and its resources for the survival of 
humanity . . . [they] are to exercise this management gently and in way that does 
not irrevocably damage nature ([24], p. 91). On the basis of this theological 
conviction, they argue that certain types of genetic manipulation of animals — 
such as the insertion of foreign genes into pigs with the result that they are 
deformed, suffer breathing difficulties, have bad eyesight and a high sensitivity 
to infections - are “a definite violation of the dignity and integrity of the 
biological community” ([24], p. 90). The preparation of transgene animals for 
human food production that causes such suffering and the importation of meat 
from such animals should be banned. However, they are prepared to accept the 
preparation of transgene animals for medical research and the production of 
medicines so long as the animals do not suffer and there exist no other ways to 
achieve these worthwhile objectives. They see this exception to the general 
prohibition as a short tom “transitional stage” while alternative research 
methods that do not violate the integrity of animals are being developed. 

XII. CONCLUSION 

The discussions reported here and in earlier volumes of Bioethics Yearbook 
represent one tradition’s attempt to relate the convictions of its historic faith to 
recent developments in medicine and biotechnology. Substantial engagement 
with these issues over the last three decades has made Lutherans more aware 
of the social ethical dimensions of their theology. It has produced numerous 
publications, Social Statements, and parish study materials. But even more 
importantly, it has generated reflection and debate among Lutherans both 
individually and collectively at all levels of the church’s life. The ongoing study 
of bioethical matters has helped to make Lutheran churches communities of 
moral discourse. If, as a result, Lutherans are better equiped to face health 
crises in their own lives, to participate in public deliberation, and to serve the 
needs of their neighbors, it will have been worthwhile. 



Wittenberg University 
Springfield, Ohio 
U.S.A. 
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ISLAMIC DEVELOPMENTS IN BIOETHICS 



I. INTRODUCTION 

It is almost impossible to review bioethical developments in Islam without 
giving the reader a clear background cm how rulings for Muslims are formulated 
and derived, because Islam is a comprehensive system that regulates the 
spiritual as well as civil aspects of individuals and communal life [22]. 
Instructions which regulate everyday activity of life to be adhered to by good 
Muslims are called Sharia. The primary sources of Sharia in chronological 
order are the Holy Qur 'an, believed to be the very word of God; the Sunna and 
Hadith, the authentic tradition and sayings of the Prophet Mohammed 
developed by jurists over time; the unanimous opinion of Islamic scholars or 
Aimma (Igmaah), and finally analogy ( Kias ), the intelligent reasoning by which 
to rule on events the Qur ’an and Sunna did not mention by comparing them 
with similar events already ruled on. The secondary sources of Sharia include 
Istihsan , the choice of one of several lawful options as most suitable in a given 
situation; views of the Prophet’s companions; current local custom if lawful; 
public welfare; and, finally, rulings of previous divine religions if they do not 
contradict Islamic rulings. 

If an instruction chi a certain issue is mentioned in Qur ’an, it is the (me 
which should be followed. Sunna is resorted to if the issue is not mentioned in 
Qur ’an. The opinion of Aimma is the source of Sharia, if the issue is not 
mentioned in either Qur ’an or Sunna. Finally religious leaders can decide the 
Sharia for issues not mentioned in Qur ’an, Sunna or by Aimma simply by 
analogy. 

The Sharia is not rigid or fixed except in a few legislations such as 
worship, rituals, and codes of morality. It leaves attitude to adapt to emerging 
situations in different eras and places. It can accommodate different honest 
opinions as long as they do not conflict with the spirit of its primary sources, 
and are directed to the benefit of humanity [28]. The Sharia classifies all human 
actions without exception into one of five categories, namely obligatory, 
recommended, permitted, disapproved but not forbidden, and absolutely 
forbidden. Even if the action is forbidden, it may be undertaken if the 
alternative would cause harm. Moreover, what is forbidden today may become 
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allowed in die future, if science proves that the alternative would be harmful to 
human beings. 

The development of the science of Fiqh (jurisprudence) resulted in the 
establishment of certain guiding principles to help to drive rulings. There are 
several examples which show the role of Fiqh such as: harm should be 
removed, the lesser of two harms should be chosen, and the public interest 
should take priority over private benefit. The goals of Sharia can be 
summarized in the preservation and protection of self (life, health, procreation, 
... etc), mind (prohibition of alcohol, drugs; freedom of thought, etc), religion 
(freedom of faith, non compulsion in religion, rituals of worship, etc), 
ownership (sanctity of private ownership, legitimate commercial relationships, 
prohibition of stealing, fraud and usury, etc.), and honor (purity, marriage and 
laws of family formation and chastity) [13]. 

The example of family planning clarifies how health care instructions are 
formulated. No text in the Qur ’an explicitly forbids prevention of conception. 
The sayings of the Prophet Mohammed allowed some of his followers to 
practice “withdrawal” ([12], reported by Musalaam). Most scholars of the 
Prophet’s tradition Hadith agree that permission was granted. Muslim 
religious judges do not object to contraception so long as the methods are used 
within the teaching of Islam, prescribed by trustworthy doctors, and cause no 
harm. By analogy, methods of contraception available today which were not 
available at the time of Prophet Mohammed would be permitted, provided they 
cause no harm and prevent conception only temporarily ([8], [10], [44]). 

II. HEALTH CARE ETHICS 

Medical ethics are based on the moral, religious and philosophical ideals and 
principles of the society in which they are practiced. It is therefore not 
surprising to find that what is ethical in one society might not be ethical in 
another society. It is mandatory for practicing doctors and critics of conduct to 
be aware of such backgrounds before they make their judgement on different 
medical practice decisions. The ethical attitude of the individual may be colored 
by the attitude of the society, which reflects the expressed interests of 
theologians, legislators, sociologists, economists, doctors, ethicists, 
demographers, family planning administrators and policy-makers. Ethical 
discourse is necessary for any society to form its responses to any scientific or 
medical innovation [27], Responsible policy-makers in the medical profession 
in each country have to decide on what is ethically acceptable in their own 
country guided by the international guidelines which should be tailored to suit 
their own society. Truly ethical conduct consists of personal searching for 
relevant values that leads to an ethically inspired decision. 
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Those for whom religion is important, and it is so for the Muslims, need 
to distinguish between medical ethics and humanitarian considerations, on the 
one hand, and religious teachings and national laws on the other hand. The 
doctor is always concerned about the legal basis of his acts and that they are 
undertaken on the basis of ethical precepts. He should always keep clear the 
distinctions and potential conflicts between legal and ethical duties. What is 
legal might not be ethical. Law rarely establishes positive duties such as 
beneficence. On the contrary professional medical ethics makes beneficence a 
primary obligation [6], 

III. ISLAMIC PERSPECTIVE ON ETHICAL PRINCIPLES 

The Muslim ethics is a systematic reflection from a theological perspective, 
both cm moral actions and practices of those in the Muslim community. It also 
reflects the character, traits, virtues, dispositions and intentions out of which 
those actions and practices come [39], The primary sources of Sharia seem 
quite congenial to the four standard principles of medical ethics as elucidated 
by Beauchamp and Childress [4], 

In regard to the principle of autonomy, respect for the person in Islam is 
not restricted to the existing human being but also extends to the fetus before 
birth. The Prophet postponed punishment of a pregnant woman who admitted 
adultery until she delivered her baby and ceased nursing it. No one is punished 
for the sins of others ([24], Sura Al-Bakara 2:272; Sura Younis 10:99). 

In regard to the principle of beneficence, the Qur ’an has encouraged doing 
good and even ordered it for individuals and for nations at large ([24], Sura Al- 
Bakara; Sura Al-Omran 3:104). If one does good, he is rewarded with good 
([24], Sura Al-Zalzala 99:7-8) Instructions to do good have been mentioned in 
several Hadith of the Prophet Mohammed. Beneficence is directed not only to 
human beings but also to animals and the environment. The Prophet 
Mohammed said: “The Muslim makes no implementation or planting which 
results in feeding of a human being, an animal or a bird for which he gets no 
reward till the day of the hereafter” ([12], reported by Anas). The Prophet also 
said that one may avoid punishment in the hereafter for bad deeds by planting 
a palm tree ([12], reported by Adre Ibn Halem). 

The principle of non-maleficence been mentioned in Qur ’an and by the 
Prophet Mohammed in several verses. The principle was stressed very strongly 
as an order from God to be followed by people and not merely as an advice to 
them ([24], Sura Al-Nahl 16:90; Sura Al-Ahzab 33:58). The Prophet said: 
“Don’t sever relations, don’t plot, don’t hate, and don’t envy each other and be 
brothers in worship” ([12], reported by Anas). Islam encourages beneficence 
and non-maleficence not only in deeds but also in feelings. The Prophet said: 
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“One should care for die feelings of his neighbors and should not hurt them by 
his deeds, tongue and hand” ([12], mentioned by Gabber and reported by 
Musalaam; reported by Abdullah Ibn Amir Ibn Glass). 

These instructions are not restricted in Islam to human beings, but they 
also extend to animals. The Prophet said that a woman entered Hell for the sake 
of a cat she imprisoned till death. She neither fed the cat nor offered her a drink 
or set her free ([12], reported by Ibn Omar). He also said that God had forgiven 
a man for offering a drink to a thirsty dog. ([12], reported by Boukhary). 

The principle of justice has been stressed in many verses of the Qur ’an and 
Hadith of the Prophet Mohammed. The Qur ’an orders justice for all without 
discrimination on racial, social, political or financial bases ([24], Sura Al-Nahl 
16:90; Sura A1 Heg 22:71; Sura Al-Hegret 49:9). The Prophet orders justice 
among members of the family, the society, and the nation at large ({12], 
mentioned by Omar Ibn El-Khattab, reported by Imam Ahmed). In addition, the 
Prophet has advised Muslims that members of society should share equitably 
in food, money, love and care ([12], mentioned by Omar, reported by Imam 
Ahmed). This is the basis of what the world knows today as observing human 
rights. 

IV. NEW REPRODUCTIVE TECHNOLOGIES AND PRACTICES 

Medically Assisted Conception (MAC), whether in vivo or in vitro, separates 
sexual bonding from sexual reproduction, and this has provoked controversy. 
MAC is not mentioned in the primary sources of Sharia. However, these same 
sources affirm the importance of marriage, family formation and procreation 
([12], reported by Bukhary and Muslaam; [24], Sura Al-Shura 42:49-50; [24], 
Sura Al-Nahl 16:72; [24], Sura A1 Ra’d 13:38). Also, in Islam adoption is not 
acceptable as a solution to the problem of infertility ([24], Sura Al-Ahzab 32:4- 
5). Consequently, unforbidden treatments of infertility are encouraged. This 
encouragement extends to modem techniques of MAC such as micro- 
manipulation of the oocyte to facilitate fertilization whether by partial zona 
drilling (PZD), zona puncture and direct injection of sperm into the perivitelline 
space of the ovum (SUZI) or into the ooplasm (ICSI). 

It should be noted that the prevention and treatment of infertility are of 
particular significance in the Muslim World. The social status of the Muslim 
woman, her dignity and her self-esteem are closely related to her procreation 
potential in the family and in the society as a whole [33]. 
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V. BIOETHICS OF MEDICALLY ASSISTED CONCEPTION 

The basic concept of Islam is to avoid mixing genes, because Islam enjoins the 
purity of gates and heredity. It deems that each child should have a known 
father and mother. Adoption is not allowed as it implies deceit of children about 
their true genetic linkage and heredity. The bioethical consequences for MAC 
may be summarized as follows: 

1. Physicians should limit access to MAC to candidates whose clinical 
circumstances present significant risks to potential offspring. [31]. 

2. Since marriage is a contract between the wife and husband during the span 
of their marriage, no third party should intrude into the marital functions 
of sex and procreation ([17], [23], [26], [29], [30], [31]). 

3. A third party is not acceptable for provision of sperm, egg, embryo, or 
uterus [31]. 

4. If the marriage contract has come to an end because of divorce or death of 
the husband, artificial reproduction cannot be performed on the female 
partner, even using sperm cells from the former husband ([17], [23], [26], 
[29], [30], [31]). 

5. The excess number of fertilized eggs (pre-embryos) can be preserved by 
cryopreservation. The frozen pre-embryos are the property of the couple 
alone and may be transferred to the same wife in a successive cycle but 
only during the validity of the marriage contract ([31], [36]). 

6. Multifetal pregnancy reduction is only allowed if the prospect of carrying 
the pregnancy to viability is very small. It is also allowed if the life or 
health of the mother is in jeopardy ([2], [3 1], [36], [46]). 

7. Surrogate motherhood, though at one time allowed, is currently forbidden 
in the Islamic World ([23], [36]). 

VI. PREGNANCY POST-MENOPAUSE 

Pregnancy in the post-menopause using donated eggs is ethically unacceptable 
in the Muslim World. Apart from mixing genes, it exposes mothers to increased 
maternal risks and complications and is rather unjust to the newly bom child 
([36], [40]). Pregnancy in the post-menopause using the married couple’s 
frozen embryos is associated with increased maternal risks and needs further 
evaluation. 



VII. EMBRYO RESEARCH 

Embryo research had been discussed in depth at the first International 
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Conference on Bioethics in Human Reproduction Research in the Muslim 
World held in Cairo December 10th- 13th, 1991 ([31], [32]). The participants 
endorsed the following statements: 

1. Cryopreserved pre-embryos may be used for research purposes with the 
free informed consent of the couple. 

2. Research conducted on pre-embryos should be limited to therapeutic 
researches. The treated embryos shall be transferred only to the uterus of 
the wife who is the owner of the ova and only during the validity of 
marriage contract. This should be applicable to researches involving 
microsurgical techniques as sperm pronuclear extraction to correct poly- 
spermy and genetic diagnosis of a portion of the embryo; one blastomere 
or its nucleus for a specific genetic defect ([19], [20]). 

3. Researches aimed at changing the inherited characteristics of pre-embryos 
including sex selection are forbidden. 

4. The free informed consent of the couple should be obtained before pre- 
embryos are subjected to non-therapeutic researches. These pre-embryos 
are not to be transferred to the uterus of the wife or that of any other 
woman. 

5. Researches of commercial nature or those not related to the health of 
mother or child are not allowed. 

6. The researches should be conducted in research institutes of sound repute 
such as specialized research institutes. The researchers should have the 
suitable medical justification. 

Respect for the origin and human character of the fertilized ovum (pre- 
embryos) dictates the restrictions placed on the researches conducted on them. 
Research should be conducted with specific goals, on a very limited scale and 
under strict control ([36], [40]). 

VIII. GENE THERAPY 

From a Muslim perspective human gene therapy should be restricted only to 
therapeutic indications. Somatic cell gene therapy is encouraged as it involves 
remedy and alleviation of human sufferings. However, enhancement genetic 
engineering or eugenic genetic engineering would involve change in the creation 
of God which may lead to imbalance of the whole universe and should be 
prohibited [34]. Gene therapy to manipulate hereditary traits such as 
intelligence, stupidity, stature, beauty or ugliness may also imbalance the life 
of man [11], 
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IX. ABORTION 

The issue of abortion has been a topic of discussion and debate in the Muslim 
world, not only during the past two years but for the past few decades. The 
crucial issue is the time of the beginning of human life. 

Fetal development has beat viewed by Muslim theologians as occurring 
in three stages, each lasting 40 days, the sperm cell and ovum, the blood like 
clot and lump of flesh. At the end of these stages, the foetus is ensouled. This 
concept is based on a verse in the Qur ’an and the explanatory Hadith of the 
Prophet Mohammed. The Qur ’an says : 

Man We did create from a quintessence (of clay); Then We placed him a (drop of) sperm in a 
place of rest, firmly fixed; Then We made the sperm into a clot of congealed blood; then of that 
clot We made a (foetus) lump; then We made out of that lump bones and clothed the bones with 
flesh; then We developed out of it another creature. So blessed be God, the Best to create’ ([24], 
Sura El-Mu-minon 23:12-14). The Prophet Mohammed later explained that each phase of this 
development lasts for forty days ([12], reported by Ibn Massoud). 

In the Muslim Community, different sects have slightly different opinions 
regarding the beginning of human life, and consequently in their views (hi 
abortion. The Haneefiyah theologians permit abortion before the embryo 
acquires a soul, namely, before the 120th day after conception. Preferably, 
abortion is done for reasons of health. One of these is pregnancy in a lactating 
mother. Abortion is then acceptable for fear that the mother will stop breast 
feeding her recently bom infant, specially if the family cannot afford to hire a 
wet nurse or bottle feed the baby. The Malekeyah theologians dislike induction 
of abortion before the 40th day of conception and prohibit it thereafter. The 
Shafaiah theologians differ in opinion about the main indications for induction 
of abortion. Some of them allow it before the 1 20th day after conception. The 
Hanabliyah theologians consider abortion rather loathsome [25]. The Zaidiyaa 
theologians allow abortion unconditionally provided it precedes quickening 
(when the mother feels the fetal movement for the first time). A group of 
Zahiryaa jurists forbid abortion under all circumstances [8]. 

The question of the beginning of human life and abortion was discussed 
in depth during the International Conference on Bioethics in Human 
Reproduction Research in the Muslim World held in Cairo December 10-13, 
1991, and in several earlier conferences. The conferees of Cairo meeting agreed 
that religious texts state the ensoulment of the embryo occurs at the 120th day. 
Yet because of scientific development, we now know that human life in utero 
can be recognized at a much earlier stage. Based on this scientific knowledge, 
the consensus of opinion was that abortion is unacceptable in the Muslim 
Wold as it involves termination of human life, unless it is carried out to protect 
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mother’s health or life or to prevent the birth of a seriously handicapped child 
[3 1]. Egyptian law prohibits termination of pregnancy at all stages unless it is 
performed for medical reasons as testified by more than one specialist [1]. 

Abortion was also a center of focus at International Cairo Conference for 
Population and Development (ICPD) organized by the United Nations in 
September 1994, and at a pre-conference meeting of world religions convened 
by the Park Ridge Center for the study of Health, Faith and Ethics at Geneval, 
Belgium May 4-7, 1994. Many Muslims from different Muslim countries 
participated in that meeting including a top delegate from Al-Azhar University, 
headed by the Rector of Al-Azhar University. 

In August 1994, Al-Azhar issued its document on the draft program of 
action of the ICPD. On the issue of abortion the document stated: 

[T]he Draft Programme of Action of the Conference did not explicitly attempt 
to offer abortion as a means of family planning. It, however, tackled, in full 
detail, unsafe abortion without defining what is meant by the term 'unsafe’. 
Moreover, it confused unsafe and illegal unsafe abortion with undesired 
pregnancy. The Draft discussed safe abortion and the promotion thereof on the 
basis of the claim of reproductive health or sexual health, which means 
permitting and legalizing abortion insofar as it is safe from the point of view of 
the Draft Programme of Action. Such a view runs counter to all 
recommendations adopted by most population conferences held in Islamic 
World [3]. 



X. MATERNAL-FETAL CONFLICTS 

As many items of these conflicts are dealt with in other sections of this review, 
the discussion here will be limited only to sex selection multifetal pregnancy 
reduction, research on fetal tissue and abortuses and research on pregnant 
women. 

Pre-conception sex selection merely to choose the sex of the baby is 
forbidden as this constitutes a challenge to the will of God. However, pre- 
conception sex selection for health reasons is acceptable [31], Post-conception 
sex selection is only acceptable for health indications. Sex selection, whether 
pre- or post-conception, is acceptable for reasons of health, such a to prevent 
the birth of a seriously handicapped child, but not to select the sex of the child 
([36], [40]). 

Multifetal pregnancy reduction is only allowed if the prospect of carrying 
the pregnancy to viability is very small. It is also allowed if the life or health of 
the mother is in jeopardy ([3 1], [46]). 

Research performed on fetuses or fetal tissue obtained from abortion is 
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permissible for transplantation into patients suffering from Parkinson’s disease 
[3 1 ] provided the free and informed consent of the couple as owners of the fetal 
tissue is obtained ([31], [36], [40]). Research on fetal ovarian tissue few the 
improvement of the results of artificial reproduction and other therapeutic 
purposes is ethically acceptable in the Muslim world. However, its use for 
creation of children is unacceptable because these children will not be related 
to their genetic parents [31], 

Research on pregnant women was discussed at the first International 
Conference on Bioethics in Human Reproduction Research in the Muslim 
World in Cairo, December 10 - 13, 1991, and at the Workshop on Reproductive 
Health Research Methodology in Dubai, April 25 - 29th, 1995 ([7],[31], [42]). 
The following research guidelines were adopted: 

1. The deliberate exposure of a fetus to the uncertain consequences of an 
experimental intervention unrelated to the pregnancy is unacceptable. 

2. Any woman who is or is likely to become pregnant will be excluded from 
clinical study, especially in drug trials. 

3. A pregnant woman should, in no circumstances, be the subject of non- 
therapeutic research that carries any possibility of risk to the fetus or 
neonate. 

4. Therapeutic research on pregnant women is permissible only with a view 
to improve the health of the mother without prejudice to the fetus. 

5. Research on pregnant mothers is permissible if it aims to enhance the 
viability of the fetus or aid its healthy development [7], 

XI. CARE OF SEVERELY DISABLED NEWBORNS 

In Muslim societies, account should be taken first and foremost of the 
provisions and spirit of Islamic Sharia in formulating rules and guidelines. 
Local social conditions where the service and research are provided should also 
be considered ([37], [43]). 

Genetic screening will allow the identification of newborns with metabolic 
deficiencies such as phenylketonuria. From a Muslim perspective, such 
screening is encouraged as it alleviates the suffering of human beings [42]. 
Another model of genetic screening is the identification of carriers of harmful 
genes before they have a family to prevent the birth of severely disabled 
newborns. Disclosure of such information to the couple on their request is 
certainly ethical and may help them to make an enlightened decision [42], 
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XII. CONSENT TO TREATMENT AND 
EXPERIMENTATION 

Consent to treatment and experimentation should be free and informed. The 
subject of treatment or experimentation should not be under any subjugation. 
Consent should be obtained after proper counseling. During this counseling, the 
individual subjects should understand and agree to treatment and reasons for 
experimentation or collecting information. In large community surveys, the 
community must also agree to the study. The counseling should not be 
restricted to the provision of information, but should also include supportive 
efforts. In developing countries, where the level of illiteracy is high, die value 
of written consent is very questionable. Great emphasis should be made on 
verbal personal counseling and consent should be witnessed. 

Volunteers for medical experimentation should be drawn with free 
informed consent equally from among groups who can potentially benefit later 
<xi from the outcome of experimentation [42]. Special attention is needed when 
experimentation subjects are subordinate to the investigators, e.g., students, 
nurses, or priscxios. Participation should be completely voluntary. Financial or 
other benefits as sort of incentives should not distort the process of free 
informed choice. The ethical principle of respect implies that during treatment 
or experimentation, patients should be able to withdraw their consent at any 
time without losing any benefit. 

XIII. CONFIDENTIALITY 

Abil Hassan Ibn Radwan, an Egyptian scientist and doctor who lived 500 years 
ago, advised that a physician should distinguish himself with seven virtues. He 
included the four principles of beneficence, non-maleficence, justice and 
confidentiality among these virtues. The doctor should, he said, refrain from 
taking advantage of his knowledge of his patients [35]. 

The Oath of the Muslim Doctor adopted by the first International 
Conference on Islamic Medicine held in Kuwait in 198 1 and published by the 
Islamic Medical Organization Kuwait in 1982 also included confidentiality . 
The Oath stated that the physician will respect people’s dignity and their 
privacy, and will not disclose their secrets [31]. 

In genetic research, the increase in the predictive potential of genetic 
screening is likely to have consequences for the extent to which genetic data are 
used. These data can be used within the context of health care which does not 
represent an ethical problem. However, these data can also be used outside the 
framework of care of the individual, in particular, in the domain of employment 
a insurance ([5], [21]). Whether genetic data is similar to medical data or not. 
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is a matter of controversy. If it is so, then access to genetic data may result in 
selectivity and possibility of exclusion from access to work or private insurance 
on die basis of genetic information. This could have considerable consequences 
at the level of the individual and of society [34]. 

The serious normative discussion of possible applications of this new 
knowledge should be systematically pursued. The decision to resort to screening 
has to be made individually, in the context of the patient-doctor relationship, 
and strictly for therapeutic purposes. Genetic health care policies must be based 
on an open conception of man and the recognition of human solidarity, beyond 
individual genetic differences. 

Finally, the researcher’s and health care worker’s responsibility in this 
matter should be explored within the context of a democratic debate [18], From 
a Muslim perspective, every effort should be taken to protect the individuals 
from the adverse effects of advanced technology and from improperly planned 
research without depriving them of its benefits [31]. 

XIV. EQUITABLE ACCESS TO HEALTH CARE 

The ethical principle of justice implies that all people should have equitable 
access to health care services. However, because of the rapidly increasing costs 
of medical technology and advanced health care services in different fields of 
medicine, the question of resource allocation becomes a pressing and sometimes 
a decisive one. If the country has adequate resources and can provide basic 
health services as well as advanced health care service, there is no problem. In 
countries where resources are limited and basic health services are lacking, 
however, implementation of advanced health care services, though it will 
benefit a certain sector of the population, will be unjust, because it deprives a 
major sector of the population of basic health services. In this context there is 
a collision between the principles of justice and utility. 

In providing advanced technology in developing countries one should not 
ignore the three moral principles of liberty, justice, and utility; these provide an 
ethical basis for conduct. The principle of liberty guarantees a right to freedom 
of action. However, in many countries, resources are scarce and many needy 
patients cannot exercise such a right of freedom of action. By contrast, rich 
members of the society not uncommonly have access either to private centers 
in the country or to the desired services in one of the developed countries. This 
certainly violates the principle of justice, which requires that everyone has 
equitable access to necessary goods and services. 

In developing countries, when resources are limited and/or available basic 
health service is well below accepted standards, one must not forget the moral 
implication of the principle of utility before establishing expensive health 
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colters. The principle of utility defines moral rightness by the greatest good for 
the greatest number. Policy makers in these countries would be seriously 
violating this principle if they give preference to establishing such expensive 
centers over implementing basic health service requirements. The expensive 
centers would be able to offer service to a relatively small sector of the society. 
However, this should not be at the expenses of providing basic health care 
service to the majority of the population. Consider, for example, the 
establishment of private advanced health care centers, such as Assisted 
Reproduction Technology (ART) centers or transplant centers [37]. In a study 
performed in Egypt, it was found that only one out of thirteen patients who 
were referred to ART centers were able to have the procedure done and achieve 
their objective of motheriiood [26]. This certainly constitutes a serious violation 
of the principle of justice and equitable access to necessary treatment. A 
mechanism should be found in these countries to allow the needy to have access 
to such expensive centers. 

A suggested solution for such situations may be donations to provide 
support for the treatment of the poor and needy at these centers. The donations 
may be provided by those rich members of the society who have had successful 
treatment in these centers, by pharmaceutical companies which profit from 
these centers, and possibly by funding from research projects conducted in these 
centers [41]. 



XV. ETHICAL CONCERNS RAISED BY 
COST-CONTAINMENT MEASURES 

In developing countries where resources are limited and, to a lesser extent, in 
developed countries, the financial costs of maintaining terminal patients, the 
incurably ill and the very elderly have raised questions about one’s right to 
commit suicide, and even about the duty to die [15]. If such a right or duty is 
accepted, money that would have been spent on non-productive members of 
society would become available to spend on potentially or already productive 
members. This argument, however, is totally materialistic. According to it, a 
person is cared for oily so long as he is productive. From a Muslim perspective, 
this is unacceptable. The primary sources of Sharia have clearly indicated that 
it is the duty of individuals and the society at large to care for helpless and 
terminal cases ([24], 17:24-25). According to Islam, when individuals can no 
longer cover the costs of their needed care, that care becomes the collective 
responsibility of the society [15]. 
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XVI. DECISIONS TO WITHHOLD OR WITHDRAW 
LIFE-SUSTAINING TREATMENT 

There has been significant recent discussion in the Muslim World about 
whether it is ethical to withdraw life-sustaining treatment. The primary sources 
of Sharia indicated that God caused no illness without a remedy, whether we 
know it or not, and that one should seek treatment ([12], Murkat El Mafateeh 
explaining Mushkat El Masabeeh 8/288; [12], Mushkat El-Masabeeh with El- 
Murkat 8/288-289). However, when treatment no longer holds promise, it 
ceases to be mandatory [15]. Sheikh Mohammed Sharawi, a well known 
Muslim scholar, supports this view on the assumption that attempts to sustain 
life in such cases is against God’s will. Indeed, Sharawi has called for 
withdrawal of life-sustaining treatment in terminal cases [44]. Some Islamic 
scholars have also accepted total brain death as a measurement that a person 
has withdrawn from life. Consequently, withdrawal of life sustaining treatment 
in such cases would be ethically acceptable [44], 

Sheikh Gad El Hak, Grand Sheikh of Al-Azhar, concludes that if the 
treating physician considers a case to be terminal, the deliberate prolongation 
of life by the use of drugs or technologies is also forbidden [9], Such extension 
of life unnecessarily prolongs the sufferings of the human beings, which is not 
allowed in Islam. The time of death’s onset is already determined by God for 
all people. 

There are several verses in the Quran which clearly indicate that 
termination of life is regulated by God in a very organized and precise fashion. 
The Quran says : “God Who will cause me to die, and then to live (again)” 
([24], Sura El-Shuara 26:8 1). Further: “And verily, it is We Who give life, and 
Who give death : it is We Who remain Inheritors (After all else passes away)” 
([24], Sura El-Hagr 15:23). 

In other verses, the Quran even defines the exact time of death for every 
person: “Nor can a soul die except by God’s leave, the term being fixed” ([24], 
Sura Al-Emran 3: 145). “To every People is a term appointed : when their term 
is reached, not an hour can they cause delay nor (an hour) can they advance (it 
in anticipation)” ([24], Sura El-Araaf 7:34). 

XVII. ACTIVE EUTHANASIA 

In the Arabic dictionary termination of life or death is defined as “the subject 
has cane to a standstill”[47]. The Fukha (leading theologians) indicate that an 
act which leads to termination of life is considered killing. They define killing 
as an act which is committed against a human being leading to termination of 
his life and forbidden by Sharia. If this act is committed with premeditation, its 
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punishment is an equivalent act of killing [9]. The Quran has completely 
forbidden such an act as mentioned in Sura El-Anaam and El Israa: “Take not 
life, which God hath made sacred, except by way of justice and law : thus doth 
He command you, that ye may learn wisdom” ([24], Sura El-Anaam 6:151; 
[24], Sura El Israa 17:33). “ Nor take life - which God Has made sacred - 
except for just cause. And if anyone is slain wrongfully, we have given his/her 
authority (to demand Qisas or to forgive): but let him not exceed bounds in the 
matter of taking life; for he is helped (by the Law)” ([24], Sura El Israa 17:33). 

Deliberate termination of life involves destruction of God’s construction 
and deprivation of the family from one of its members and therefore it is 
forbidden. This is applicable whether the victim is a Muslim or a non-Muslim 
[9]. It is, therefore, obvious that euthanasia (deliberate termination of the life 
of the patient upon his request) is not justified and is indeed forbidden for 
Muslims [40]. 

XVIII. THE DEFINITION OF DEATH AND ORGAN DONATION 

The Arabic dictionary defines death as occurring when the subject has “come 
to a standstill [47], Compare this with the definition of death as the irreversible 
loss of function of the brain as a whole [48]. According to this definition, even 
a patient with a beating heart may be pronounced dead, medical care may be 
withdrawn, and vital organs may be harvested for transplantation. Most of the 
leading medical, legal and governmental authorities around the world endorse 
this view [48], 

Most patients with intact brain stems can breathe on their own. The brain- 
dead patient can breathe, in the sense that oxygen is delivered to his blood. 
However, he cannot do this on his own. He can oily do this in the intensive care 
with the aid of a ventilator. Brain death is an invisible death, in contrast to 
cardiac death, which is visibly recognizable. Brain death is diagnosed by 
medical staff using a number of sophisticated medical equipment and machines 
in a closed intensive care unit of the hospital where family members cannot be 
present to witness the process of medical determination of brain death. This 
explains the cases of charges of homicide being brought against clinicians in 
many countries, including Japan, especially when patients pronounced brain- 
dead are used for organ donation [16]. 

Some Islamic scholars have accepted total brain death as a measurement 
that a person has withdrawn from life even if artificially animated [15]. Based 
chi analogy to an old juridical rule called “the movement of the slain,” removal 
of artificial life support and harvesting of organs for transplantation becomes 
legitimate [14]. However, this interpretation of the definition of death does not 
enjoy the support of all theologians or secular laws in many of the Muslim 
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countries. 

Sheikh Gad A1 Hak of Al-Azhar and many other Muslim theologians 
define death in cardiovascular terms. They consider death as the termination of 
life in all its aspects and signs. All systems of the body, the obvious and the non 
obvious, should come to standstill. The body is deprived of its soul. Therefore, 
they forbid removal of organs for transplantation from a living human being 
that is brain-dead but cardiovascularly alive, because that is equivalent to 
deliberate killing. This is based on the principle of Fiqh that “removal of harm 
should not inflict another harm” [9], 

Egyptian Law defines the termination of life as heart death, i.e., as the 
complete cessation of heartbeat and pumping of blood to bodily organs. In such 
circumstances, all organs come to a standstill and death of organs and tissues 
occurs within a few minutes. This definition of death does not the organs of the 
dead to be transplanted. 

The Sharia allows organ donation from a healthy person to a sick person 
to save his life, provided that the donor is not seriously harmed by the donation 
and the involved benefits outweigh the potential risks. Organs may be 
transplanted according to medical norms provided the donor does not need the 
organ he gives and will not be harmed by the donation. The donor’s free and 
informed consent must be obtained without pressure, coercion, or exploitation 
[31]. 

The International Islamic Center 
Al-Azhar University 
Cairo, Egypt 
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BIOMEDICAL ETHICS IN METHODIST TRADITIONS 
I. INTRODUCTION 



In this treatment of bioethics from “Methodist” perspectives, an attempt has 
been made to be more inclusive of churches in this tradition than in the two 
previous volumes. These churches are located in the United States, but several 
have representation in their decision-making bodies from other countries. Most 
have involvements in other cultures that influence their approaches to both 
ethical stance and application in program and action. 

Included in this chapter are The African Methodist Episcopal Church, The 
African Methodist Episcopal Zion Church, The Christian Methodist Episcopal 
Church, The Free Methodist Church, The Church of the Nazarene, The United 
Methodist Church, and The Wesleyan Church. Documents which have been 
considered to be sufficiently authoritative for this purpose are statements 
officially adopted at national general meetings of the churches, resolutions or 
position papers for officially selected task forces, individuals who officially 
rqpresent authorized groups within the denomination, and, in a few instances, 
individuals or groups with acknowledged stature who address positions taken 
by their church. 



I. NEW REPRODUCTIVE TECHNIQUES 

What appears to be the first attempt to address new technologies for aiding in 
reproduction is found in a paper from the Task Force on Public Morals and 
Social Concerns of the Wesleyan Church [62], The paper opens with the 
acknowledgment that “reproductive technology is a complex area. No single 
answer can cover all situations”. With that precaution, a number of general 
guidelines are offered. The first is that “biblical standards regarding 
reproductive technology should be determined before employing such 
technology, not after a crisis has developed”. Unfortunately, the statement 
includes no suggestion of these “biblical standards”. The lack of any such clear 
standards regarding this new technology may explain the dearth of any 
references to developments in facilitating fertility and reproduction in official 
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documents of any other churches of the Methodist tradition. 

The Wesleyan Church Task Force does attempt, however, to offer some 
specific directions for decision-making. “Respect for the sanctity of human life” 
is accepted as a fundamental guideline within their belief that “individual 
human life begins at the moment of conception”. Thus, they are opposed to 
“destruction of fertilized human eggs”, or the fertilization of more eggs than 
“will actually be implanted in the womb”. This leads to the rather specific 
directive, “To create or implant excess fertilized human eggs with the 
expectation that these ‘excess’ human beings will be killed in the womb or 
aborted violates the sanctity of human life”. Persons who have “come to 
understand biblical principles after more of their embryonic children have been 
preserved than they are able reasonably to implant” are urged to locate other 
parents to “adopt” the embryos, in order that they not be destroyed [60], 

In its Report of the Bioethics Commission to the Twenty-Second General 
Assembly , the Church of the Nazarene considered issues involved in artificial 
insemination, in vitro fertilization, and surrogate motherhood. “Relatively few 
moral questions”, it was reported, are raised about artificial insemination of a 
married woman by her husband. On the other hand, insemination by a donor 
who is not the husband is considered to be “morally unacceptable”, representing 
“a violation of the marital covenant”, because it “violates the spirit if not the 
letter of the monogamous commitment”. With this focus on the marriage 
relationship, it is not surprising that they also consider artificial insemination 
by single women to be “morally indefensible” ([48], p. 30). Many problems are 
recognized with in vitro fertilization, centering around the question of disposal 
of unused fertilized ova. The Commission limits itself to suggesting some of the 
sharply differing positions on these issues undoubtedly shared within the 
Nazarene fellowship. The only clarity in the statement is found in relation to the 
insistence that this process is acceptable only between a husband and wife 
([48], p. 3 1). On the matter of surrogate motherhood, a discussion that appears 
to primarily argue against either “standard” or “gestational” surrogacy 
concludes nonetheless that “equally committed Christians will disagree” ([48], 
pp. 31-33). 

In United Methodist documents, inferences have historically been offered 
regarding misuse of related scientific efforts, as well as strong encouragement 
for both the church and society at large to provide sound information and 
counsel in fertility among other aspects of family planning. An example is a 
1976 admonition to “monitor carefully the growing genetic and biomedical 
research, and be prepared to offer sound ethical counsel to those facing birth- 
planning decisions affected by such research” ([23], p. 127). 
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II. ABORTION 

The “official” position of the United Methodist Church on abortion has not 
changed in recent years. Compromises between widely variant beliefs within the 
church are reflected in resolutions adopted by the General Conference, which 
hold that abortion may be justified with the “tragic conflicts of life with life” 
[33]. The “sanctity of unborn human life” is to be balanced with a “profound 
regard” for the mother’s well-being and may lead to a conclusion that 
continuation of the pregnancy is not a moral necessity [23]. This “maternal- 
fetal conflict” is discussed in section III. Of additional significance, however, 
is the continuing official support of the denomination (sometimes by a very 
close vote in the General Conference) for activities that protect the right to 
abortion in the political realm. Addressed particularly in the context of the 
health, dignity, and personhood of women, abortion is included as an option in 
pregnancy counseling as well as medical practice in the church’s larger mission. 
Internal criticism of the United Methodist official position and actions is not 
new, but a recent bode has been published which attempts to engage the larger 
church in theological and moral debate on the issue. The Church & Abortion - 
In Search of New Ground for Response is the product of a conference of forty 
interested persons (not all United Methodists), held in a United Methodist 
Church in Raleigh, North Carolina, in February, 1992. The book begins with 
and proceeds from the ‘Durham Declaration’, which had been circulated for 
support in 1990 and published in 1991 [54], Writers in the bode present 
emphatic stances against abortion and challenge the doctrinal and scriptural 
adequacy of the church’s positions and policies on abortion. 

The 1992 -1994 period is between general conferences of most national 
bodies of Methodist traditions, and little new has thus emerged of an official 
nature. Of continuing importance and interest from the leadership of the African 
Methodist Episcopal Zion Church and the Christian Methodist Episcopal 
Church (both A frican- American bodies) are emphases on the pastoral 
responsibilities of the church in providing nurturing support to persons facing 
this ethical decision. Also significant is the limit placed by the College of 
Bishops of the Christian Methodist Episcopal Church during the second 
trimester of pregnancy as an “aid point for abortion”, for purposes of teaching, 
preaching and counseling ([5], pp 4-5). 

Not confined to the last two years, but previously unreported in this series, 
are the positions of four other denominations in the Methodist/Wesleyan 
tradition. The African Methodist Episcopal Church has, since the presentation 
of the A.M.E. Working Papers on a number of issues to the 1976 General 
Conference, held a strong position against abortion “in the vast majority of 
cases”. A lengthy discussion of many aspects of abortion leads to an 
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affirmation that having created all persons in God’s image and for God’s own 
purposes, “God forbids the deliberate destruction of such life - at any stage” 
([19], p. in 18). Abortion is thus declared a violation of the God-given sanctity 
of human life, forbidden in scripture. The major thrust of this document, 
however, illustrates the complexity and controversy over the issue within this 
church as well as others, and concludes with an emphasis on activities that 
could lead to reduced “unwanted pregnancies” and better involvement of the 
churches in providing viable alternatives to problem pregnancies. These include 
better sexuality education as well as improved clinic care availability, economic 
and material support for parents, and forgiving support for church members 
who have elected abortion. The statement’s closing section calls for offering 
“love, understanding and truth to a situation which has thus far generated 
bitterness, confrontation, and controversy” ([19], p. Ill 22). Four years later, the 
General Conference was presented a much shorter version of a very similar 
statement, opposing abortion in most cases, but recognizing its necessity when 
it is deemed a “life-saving measure for the mother”. Churches are also urged to 
become involved in active programs of educational, spiritual, and physical 
improvement in circumstances that may otherwise lead to abortion ([20], p. VIII 
4). 

The Free Methodist Church in its Book of Discipline takes a firm stance 
against abortion while recognizing exceptions in limited circumstances: 

The intentional destruction of a pre-bom human life is murder when any degree of malice or 
selfishness accompanies the decision and act. Therefore, induced abortion is morally unjustifiable 
except when the act has been decided upon by responsible and competent persons, including 
Christian and professional counsel, for the purpose of saving the life of a pregnant woman ([17], 
P- 45). 

The Free Methodist position finds abortion as population or birth control, as 
well as personal or social convenience, preference, or security, to be “selfish 
and malicious”. One sentence of the statement recommends that “Free 
Methodists offer compassionate alternatives and long-term care to women 
considering abortion”. Important to note, as well, is a proposal going to the next 
General Conference of the denomination that would expand the abortion 
statement to one entitled ‘The Sanctity of Human Life’, and to include 
physician-assisted suicide, with both being “the intentional destruction of 
human life by surgical or other means” [35]. 

The ‘Wesleyan Church Pro-Life Task Force’ is active in promoting and 
supporting public activity against abortion, and bases its stand on the Church’s 
official stance recorded in its Discipline : 

The Wesleyan Church seeks to recognize and preserve the sanctity of human life from conception 
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to natural death and, thus, is opposed to the use of induced abortion The Wesleyan Church 

encourages its members to become informed about the abortion issue and to became actively 
involved locally and nationally in the preparation and passage of appropriate legislation 
guaranteeing protection of life under law to unborn children ([IS], p. 46). 

Encouragement of members involved in “non-violent” protest activity, as 
individuals, that follows this quotation from an official Church document. 
These actions may include “picketing and sidewalk counseling outside abortion 
clinics”, as well as efforts to make legislative changes. Acknowledged as a 
matter of “individual conscience”, not to be done in the name of the Wesleyan 
Church, are more confrontational activities such as “trespassing at abortion 
clinics to blockade entries, in an effort to shut down an abortion clinic for a 
period of time”. Also quoted, but not discussed in this “position paper”, are two 
important sentences from the Discipline statement which stand between the two 
sentences quoted above: 

However, it (The Wesleyan Church) recognizes that there may be rare pregnancies where there 
arc grave medical conditions threatening the life of the mother, which could raise a serious 
question about taking the life of the unborn child. In such a case, a decision should be made only 
after very prayerful consideration following medical and spiritual counseling ([15], p. 46). 

This 1994 paper, approved by the Church’s Task Force on Public Morals and 
Social Concerns, concludes with strong encouragement to individual Wesley ans 
“to become involved in the mainstream pro-life organizations which are 
engaged in public education, lobbying, and political action”, and also to 
“support crisis pregnancy centers which help women choose alternatives to 
abortion” ([61], p. 2). 

Similar to the above positions is that held by the Church of the Nazarene, 
whose official statement on abortion extends the “sanctity of human life” to 
“the child not yet bom”. With this affirmation the Church opposes both 
“induced abortion when used for either personal convenience or population 
control”, and “laws that allow abortion on demand”. The same statement, 
however, recognizes maternal-fetal conflict with the proviso that a “decision to 
terminate human life by abortion when the life of the mother is endangered 
should be made only on the basis of sound medical and Christian counsel” 
([58], p. 49). 

However strongly stated may be the opposition to abortion by sane 
churches within the Methodist traditions, it is clear that all are open to moral 
justification fa such a procedure when a choice must be made between the life 
of the fetus and the life or - in some instances - the health of the mother. 
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III. MATERNAL-FETAL CONFLICT 

Among those churches discussed in previous volumes, little has changed 
regarding the conflict of “unborn human life” with “fully developed 
personhood”, as conceptualized in United Methodist documents. As seen in the 
above discussion of abortion, even the groups with the strongest stances against 
abortion will make exceptions when the mother’s life is threatened. Whereas 
some imply that the choice must actually be between the life of the fetus and 
that of the mother. United Methodists have not altered their twenty-year old 
openness to abortion “when the physical, mental and emotional health of the 
pregnant woman and her family show reason to be seriously threatened by the 
new life just forming” ([23], p. 126). 

Exceptions for Wesleyans will arise in “rare pregnancies” in which “grave 
medical conditions threatening the life of the mother” exist — and even then, the 
official statement notes that such a condition “could raise a serious question 
about taking the life of the unborn child”, but does not establish a priority. Free 
Methodists would allow abortion “for the purpose of saving the life of the 
pregnant woman”, but such a decision is to be made by “responsible and 
competent persons, including Christian and professional counsel”. In this 
instance, the priority in a life-for-life conflict seems to be with the mother, but 
the decision lies heavily with other persons. The Nazarene statement speaks 
very briefly to the matter, allowing abortion “when the life of the mother is 
endangered”, and then only “on the basis of sound medical and Christian 
counsel”. Again, the priority goes to the mother if her life is “endangered”, 
without being more specific, and professional and spiritual consultation should 
be involved. 

It is certainly expected in all these instances of Methodist tradition that 
adequate consideration of both medical and pastoral resources be included in 
the resolution of maternal-fetal conflict. Considerable variation is seen, 
however, in the understanding of threat to the mother’s well-being, as well as 
specific direction regarding consideration of these issues in a wider context 
before the decision must be made. (See [49], p. 149 and [50], pp. 219-220 for 
further elaboration). 

IV. CARE OF SEVERELY HANDICAPPED NEWBORNS 

No official document, thus far, in Methodist traditions directly addresses the 
issues involved in caring for newborns who are severely handicapped. 
Implications can be drawn from statements regarding other, somewhat related, 
matters, but it is clear that no attempts have yet been made to give direct 
guidance on this set of complex issues. 
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The Free Methodist Church, in its previously cited resolution on 
“Abortion”, affirms the conviction that an “intentional destruction of human 
life” after conception is “murder”, and this conviction is expanded in a 
resolution on “The Sanctity of Human Life”, to be considered at the next 
General Conference of that Church. The proposed statement would include 
physician-assisted suicide with abortion as violations of the sacred trust of 
human life as a gift of God. God’s “moral commandment and the law of love 
are transgressed when human life is destroyed for any reason except the 
protection of other human life”. Free Methodists are thus urged to “protect the 
lives of all persons at whatever age from conception to death due to natural 
causes..”. [59], Although this position would seem to require “protection” of 
the life of a newborn whose handicap is so severe as to lead to “natural death”, 
it offers no suggestion regarding the type of care required in such protection. 

The application of Free Methodist implications of “Sanctity of Life”, 
however, reveal their ambiguity and complexity in policies regarding life- 
sustaining treatment decisions in one of the major hospitals related to the 
Church. These policies clearly follow widely held assumptions in biomedical 
ethics regarding the acceptance of decisions regarding limitation or withdrawal 
of treatment, hydration and nutrition of incompetent patients, and do-not- 
resuscitate orders. None of these policies have any specific reference to severely 
handicapped newborns; even the references to incompetent patients seem to 
imply that such persons have at some previous time been “competent”. It is 
clear, however, that a wide range of limitations on treatment are acceptable in 
given circumstances which would not be considered violations of life’s 
“sanctity”, and family members would surely be expected to make difficult 
decisions about such newborns in consultation with health care staff, as well as 
with their spiritual colleagues and advisors [13]. 

In a 1989 “Position Paper cm Issues Related to Death and Dying”, the 
Wesleyan Church’s Task Force on Public Morals and Social Concerns 
acknowledge the difficulty of offering specific advice on such matters as “brain 
death” and “persistent vegetative state”, concluding that cases of the latter 
“certainly require prayerful decision-making” ([56], p. 3). Their statement 
begins to approach handicapped newborn issues when they insist that mental 
retardation is not “equivalent to persistent vegetative state, unless, of course, 
the mental retardation is so severe that higher brain function is lacking”. They 
note, therefore, that it would be “monstrous” to “refuse to feed a baby simply 
because it has Down’s Syndrome...”. ([56], p. 3). At the same time, their 
position cm withdrawal and withholding of treatment, very similar to that of the 
Church of the Nazarene (both to be discussed below in section IX), would seem 
to be applicable to some of the circumstances with severely handicapped 
newborns. It should also be noted that the Wesleyan doctrine of “Atonement”, 
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included among Basic Principles in their Constitution, specifies that Christ’s 
redemptive act on the Cross is “unconditionally effective in the salvation of 
those mentally incompetent from birth ... and of children under the age of 
accountability” ([15], p. 24). When considered in the context of other doctrines 
regarding salvation, death and life after death, this provision would undoubtedly 
be significant in decision-making regarding newborns with especially severe 
handicaps. 

Nazarenes acknowledge the many complexities involved in determining 
whether it is “more humane” to allow sane infants to die, or is actually a “clear 
case of child abuse and a moral evil ...”.. Unlike others of this tradition, the 
Nazarenes also recognize differences found in various cultures on this issue, 
with “the level of health care available, particular medical circumstances, and 
economic resources that are available” having a significant bearing on how such 
infants are cared for. Their Bioethics Commission was thus reluctant to 
“prescribe a universal course of action”, maintaining with appropriate humility 
that “one society that has abundant resources at its disposal cannot set the 
standard of infant care for those societies which do not”. They conclude this 
issue by raising legal considerations, with awareness that laws differ from one 
country to another “regarding care for infants bom with severe disorders”, and 
thus seeming to resolve the dilemma by asserting that “Nazarenes should be 
expected to abide by the laws of their respective countries” ([48], p. 20). No 
coherent ethical principles are stated or implied. 

As noted in Volumes 1 and 3 of this series, the United Methodist Church 
has not spoken directly to this issue, although General Conference resolutions 
have strongly supported rights of infants and children, as well as persons with 
handicapping conditions. A child is to be regarded as a person and is thus 
entitled to “appropriate medical care and treatment” ([22], pp. 308-3 1 1). A key 
document on death and dying, which affirms the possibility of life’s cessation 
being considered to be “a relative good” ([34], p. 142), offers some guidance 
fa persons making decisions when confronted with newborns whose handicaps 
are extremely severe. 

Although the Christian Methodist Episcopal Church has no specific 
discussion of this matter, it is woth noting Bishop Marshall Gilmore’s 
inclusion, in an extensive discussion of “discipleship”, of the need for active 
concern for “the physical and mental challenged” ([36], p. 48). Likewise, 
Bishop Thomas Hoyt, Jr., points out the serious lack of justice in the reality that 
persons with physical handicaps often face more serious economic deprivation 
than others ([36], p. 130). Even though no statements specifically regarding 
newborns are to be found in this denomination’s documents, the Bishops’ 
emphasis on the special nature of God’s creations and human sharing in this 
relationship certainly provides a basis for thoughtful consideration. 
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V. CONSENT TO TREATMENT AND EXPERIMENTATION 

These descendants of John Wesley remain committed to the freedom of the 
individual, including the requirement for health care givers to obtain the 
participation of the patient, if at all possible, in treatment decisions. The 
Wesleyan Church emphasizes, for instance, that in issues related to death and 
dying the continuation of treatment is the patient’s decision when that person 
is competent to do so. Likewise, that person’s “clear wishes should also be 
considered strongly” when the patient is no longer competent ([56], pp. 2-3). 

In hospital policy statements. The Free Methodist Church makes clear that 
“especially important” rights of patients include: “considerate care that respects 
his/her personal values and belief systems” and “informed participation in 
decisions regarding his/her care”. Such participation must include being 
involved in consideration of ethical issues that arise in the provision of ... care”. 
Spelled out in considerable detail are the protections of the patient’s wishes in 
the “use of advance directives for health care” [38]. In the case of incompetent 
patients, persons close to the patient must likewise give consent in treatment 
decisions. The hospital’s policy statements pay special attention to the 
requirements of state law, but it is clear that in doing so, they are clearly 
consistent with the church’s understanding of community moral responsibility 
in safeguarding individual consent. 

Nazarenes affirm the “ability to identify the causes of diseases and to 
develop cures for them” as a gift from God, and the use of this ability “in a 
manna* that actually brings glory to the Creator” ([48], p. 2 1). Their Bioethics 
Commission draws on the scholarship of James Childress in suggesting ethical 
criteria to guide research, including his point that the subject must give 
voluntary and informed consent to participation. The Commission accepts 
Childress’ observation regarding the limitations in many situations for complete 
information and comprehension. Nonetheless, they agree with him that “to the 
extent to which he or she is able to receive it, a participant in medical 
experimentation is entitled to a full and frank disclosure of all the facts, 
probabilities, and opinions which a reasonable person might be expected to 
consider” [8]. Likewise, they draw on Childress in regard to issues of “behavior 
control”, warning against any effort by institutions or the state to “effect 
substantial changes in a person’s mentation against his/her will” because such 
actions are “ prima facie immoral” [8], 

A history of support for consent to treatment found in policy statements 
of the United Methodist Church is seen in previous volumes. Responsibility is 
urged on those who are giving care to assure that persons are sufficiently 
informed and involved in decision making, and thus able to give meaningful 
consent to treatment. Following the 1992 General Conference statement on 
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‘Understanding Living and Dying as Faithful Christians’, the church’s agency 
most involved with health care has distributed a “resource bode about advance 
directives”. In its introduction, the principle of involvement and consent is 
affirmed: 

In older to make responsible personal choices about the kind of treatment we will accept or refuse 
at life’s end, we need to clarify our understanding of life and death and be fully informed about 
our diagnosis and prognosis and the risks and benefits of the various treatments available. These 
decisions are best made within the context of Christian community, with friends, family, and our 
health care team. Discussion now about our values and wishes will help our loved ones and 
health care providers know how to proceed if in the future we are ever unable to voice our own 
wishes [46]. 

Informed consent regarding medical treatment is assumed to be a necessity by 
those Methodist groups who have spoken to it, and is thus a non-issue. Ongoing 
attention to it is directed to those who must safeguard it as well as those who 
must utilize it responsibly and faithfully. 

Consent to experimentation, however, is primarily addressed only by 
United Methodists. In their most recent official statements, they reaffirmed 
within ‘Social Principles’ that persons who are engaged in research may only 
involve human beings in that research “after obtaining full, rational and 
uncoerced consent” ([6], p. 42). A very significant new development is included 
in a project of the church’s Board of Global Ministries, working in the 
Semipalatinsk region of Kazakhstan. In this devastated portion of the former 
Soviet Union, the Board has chosen to become involved with local persons and 
concerned Kazakh and Russian scientists, physicians, and others who are 
responding to the deadly effects of forty years of nuclear testing in the area. 
Their work is discussed more fully in later sections on genetic and 
environmental issues. Some of their findings focus on the extent to which the 
residents of the area were not informed of the known effects of “ground zero” 
testing (xi their health, including the extensive results of exposure to radiation 
in the soil as well as the atmosphere. Documents kept by the KGB disclose 
registries of secret medical facilities in which hazardous effects of the testing 
on the population were recorded. One aspect of the work of this Board with 
Kazakh and Russian groups is to further explore the extent to which massive 
numbers of persons were subject to experimentation without their consent -- as 
well as to expose similar situations in such areas as Nevada in the United States 
[44]. 
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VI. CONFIDENTIALITY 

Among the rights of patients that are “recognized as especially important” in 
the Administration Policy of Deaconess Hospital (Free Methodist) is “personal 
privacy and confidentiality of information”. This commitment, stated undo* the 
subject of “Patient Rights”, is spelled out more fully in a policy document cm 
“Confidentiality of Patient Information”. The basic policy of this document is 
that “all patient information, including medical records and communications 
between the patient and physician or health provider, is both privileged and 
confidential” Four pages of procedures then follow with the clear intention of 
protecting this privacy and confidentiality. Although it is obvious in a reading 
of this set of procedures that “privacy” in a health-care setting is a relative 
matter, given the number of persons actually having access to medical records, 
the commitment is likewise obvious in the concluding section regarding 
“Responsibility for Confidentiality”. There it is made clear that all hospital 
employees are required to maintain confidentiality “at all times”, and that 
violation of that requirement “may result in immediate termination” of 
employment ([14],[12]). It should be noted that no development of theological 
or ethical foundation for this policy is stated in either the hospital policy or in 
official church statements. 

The United Methodist Church continues its application of the principle of 
confidentiality to a wide range of treatment, care, research, and informational 
issues, including contraception, treatment for venereal disease, abortion 
counseling and treatment, psychiatric care, drug and alcohol dependency, AIDS 
testing and counseling, and application of genetic technology ([27], pp. 26, 104, 
266-267 ; [29] , p 42.). 

VII. EQUITABLE ACCESS TO HEALTH CARE 

Since 1976, The United Methodist Church has adopted more than twenty 
resolutions in its General Conference sessions that support improved, more 
equitable access to health care, culminating in 1992 with a call for “universal 
access to quality health care with effective cost controls” ([29], p. 395). 
Agencies of the Church have been active participants in the Interreligious 
Healthcare Access Campaign. The General Conference in 1992 challenged its 
congregations and agencies to support the Campaign’s advocacy for “access to 
universal health care for all” ([29], p. 398). Earlier resolutions had gone into 
specific applications of the claim of a right to health care through discussion of 
that need in a wide variety of arenas. While maintaining the denomination’s 
commitment to support its own health care agencies, the Church urges its 
members to also hold government accountable for protection of each person’s 
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right to care. Statements over time have emphasized the importance of 
sensitivity to various kinds of cultural and other forms of diversity in assuring 
that access is indeed real and meaningful, including insistence on the 
involvement of persons most often left out of the system in planning for 
significant change. 

A principle of distributive justice is clearly implied in a Task Force 
Position Paper of the Wesleyan Church, which is actually devoted to issues of 
death and dying. While considering the question of extending use of resources 
“<xi a body in persistent vegetative state, while others are untreated”, they point 
to a fundamental problem in opening access to all: 

.... our decisions should be colored by justice. There are people who do not have access to the 
medical care we enjoy. Concentrating medical care on a few may, directly or indirectly, be 
denying it to others ([56], p. 5). 



For a number of years, the Christian Methodist Episcopal Church has, through 
its Social Creed, advocated “provision of adequate medical care for all people”. 
In light of this denominational commitment, the emphasis on “inclusive” and 
“sharing” community by Bishop Thomas Hoyt, Jr., in a text on discipleship as 
resource for church members, would appear to have direct implications for 
access to health care, although it is not stated as such ([36], pp. 152-171). 

Documents of the African Methodist Episcopal Church have little to say 
about the health care systems or access to them. General comments are offered 
regarding the responsibility of churches to, for instance, “provide special care 
to the temporary and permanently infirm”, as well as to “support activities that 
care for the diseased and infirm” and to “support efforts to develop better care 
techniques” ([20], pp. VII 9,10). The primary thrust of the message on 
“Religion and Health”, however, is in support of wholeness in physical well- 
being, with emphasis on spiritual development and personal responsibility for 
one’s health. 

The Church of the Nazarene, through its Bioethics Commission, has 
concluded that a nation that has sufficient resources must provide access to 
basic health care for all its citizens. Their Report acknowledges that their 
membership resides in a wide variety of political and economic systems, 
making it “impossible to develop for all Nazarenes a single policy on the right 
to health care”. In spite of this limitation, they insist that: 

... [T)he Christian concern for justice, our belief in the dignity of human life, and the sanctity of 
the family support the conclusion that it is a nation's responsibility to attempt to harness its 
resources so as to provide protection for its citizens against infectious diseases, catastrophic 
illnesses that deplete a family's resources and place it in virtual slavery to medical costs, and to 
provide basic health care for all its citizens. 
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... The resources of some countries will not allow provision of basic health care to all their 
citizens. However, in other countries this is not the case. And here it is morally indefensible for 
a society not to provide basic health care for all its citizens. In light of the wealth expended on 
frivolous consumer items in affluent societies, it is patently untrue to say that resources for basic 
health care do not exist Too often the problem is that requisite moral and political commitments 
are absent. We must seriously examine the moral defensibility of a two-tier medical system in 
which the well-off receive excellent care while the poor receive barely adequate and less 
specialized care [48]. 

Whether or not a person receives the sort of medical treatment that 
recognizes him or her as a bearer of inviolable dignity should never be 
{Medicated on social or economic standing. God will surely judge those nations 
that can spend billions of dollars on armaments and ego-gratification through 
entertainment and consumer items, but which tolerate substandard health care 
for many of its poor and aged. Nazarenes ought to be at the forefront in efforts 
to help developing countries save infants and small children from diseases that 
will twist their bodies and retard their minds. In so doing we will give substance 
to our belief in the sanctity of life, and guard against its subversion by the 
contemporary pagan deities known as social status, wealth, and consumerism 
([48], pp. 12-14). 



VIII. COST-CONTAINMENT ISSUES 

The United Methodist Church, as reported in Volume Three, has addressed the 
moral tensions between efforts to maintain and improve human life and the 
costs related to those efforts, as well as the appropriateness of some efforts 
under specific circumstances. While being concerned that containment of costs 
not place undue burdens on those who provide care or those who receive 
services, various statements adopted by the Church have stressed the need to 
contain costs in areas, especially, where moral questions can be raised about 
necessity in light of more pressing demands ([50], pp. 223-224). 

Although not speaking specifically to issues of “cost containment”, the 
Nazarene writers have raised questions within the context of costs for organ 
transplants. Asking whether the extreme expense of a transplant is “a morally 
responsible use of scarce public and private resources”, they pose the difficult 
question of whether the “life of an individual infant is so important” that large 
sums of money should be spent on a transplant “when the same amount of 
money could be used to feed hungry children, to update textbooks in inner city 
schools, or to significantly improve nutrition and medical treatment among 
children of an impoverished country?” ([48], p. 24). Although some critics 
might find the questions somewhat simplistic and too broadly generalized, it is 
clear that basic concerns about utilization of resources are being expressed, and 
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that these are undeniably important in a responsible examination of “cost 
containment”. 

IX. WITHDRAWING / WITHHOLDING TREATMENT 

None of the churches whose origins trace back to John Wesley would insist, in 
their official statements or in study papers, on prolonging the dying process 
with unnecessary medical care. They are increasingly urging their members to 
consider both theological understandings and personal preferences in regard to 
death and dying, and to enter into thoughtful discussion concerning their 
desires, with others in their faith community as well as family members and 
health caregivers. Specific discussions of advance directives and do-not- 
resuscitate orders have developed in the literature of these churches and their 
institutions, with encouragement to explore the spiritual dimensions of these 
decisions. 

The Church of the Nazarene includes this succinct declaration, adopted in 
1993, in their “Current Moral and Social Issues”: 

When human death is imminent, we believe that either withdrawing or not originating artificial 
life-support systems is permissible within the range of Christian faith and practice. This position 
applies to persons who are in a persistent vegetative state and to those for whom the application 
of extraordinary means for prolonging life provides no reasonable hope for a return to health. We 
believe that when death is imminent, nothing in the Christian faith requires that the process of 
dying be artificially postponed. As Christians we trust in God’s faithfulness and have the hope 
of eternal life. This makes it possible for Christians to accept death as an expression of faith in 
Christ who overcame death on our behalf and robbed it of its victory ([58], p. 322). 

Although a very general statement which introduces considerations of “Sanctity 
of Human Life” urges protection against “withholding of reasonable medical 
care to handicapped or elderly”, Nazarenes still affirm “allowing to die” as both 
humane and an expression of Christian hope. Their Bioethics Commission also 
pointed to the needs of the supporting family, acknowledging that “a family 
could be acting responsibly and not necessarily selfishly if part of the suffering 
it tries to relieve is its own” ([48], p. 19). 

A similar approach is followed by the Wesleyan Church in recognizing that 
a competent person may refuse treatment, and that persons making decisions 
for one who is incompetent may, with careful consideration of the patient’s 
beliefs and wishes, lovingly decide to withhold or withdraw treatment. “Family 
consensus” in such matters is important, as well as consultation with “friends 
and spiritual advisers”. After suggesting a number of avenues for guidance in 
such decisions, their position papa - concludes with reliance on a situation ethic, 
in its best sense; having posed several interesting philosophical, theological and 
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biblical questions, it is observed that: even if we could decide some of these 

questions definitively, what we usually should be asking is ... the more practical 
question. How should this situation be treated?” ([56], p. 2). 

Actual hospital policy in an institution of the Free Methodist Church is the 
only expression by this denomination regarding withholding or withdrawal of 
care. The Deaconess Hospital policies permit a competent patient to participate 
in decisions, and provide advance directives, regarding termination of care, 
including artificial administration of nutrition and hydration and D.N.R. orders. 
Likewise, designated ‘Health Care Proxies’ may make such decisions for 
persons not able to make them for themselves. The policy clearly distinguishes 
between “artificial administration of nutrition and hydration”, and “normal 
consumption of food and water”. The latter, along with medical procedures to 
alleviate pain, are not considered to be “life-sustaining treatment”. The policies 
apply to persons with “a terminal condition”, defined as “an incurable and 
irreversible condition that even with the administration of life-sustaining 
treatment will, in the opinion of the attending physician and another physician, 
result in death within six (6) months” ([13], p. 4). 

The United Methodist Church has continued its earlier concerns on these 
issues through publication of a resource book about advance directives. 
Deciding About Life ’s End. The booklet includes a reproduction of the 1992 
General Conference resolution on ‘Understanding Living and Dying as Faithful 
Christians’, and suggestions from hospital chaplains to assist persons in 
preparation for such decision-making. Also included is a discussion program 
for church groups, through which its author Cathie Lyons wants to engage 
members “in healthy and loving decision making that can spare us, our family 
members, and our loved ones from a certain measure of heart-wrenching 
tragedy later on” ([39], p. 12). Serious oliscussion of ethical issues in the 
aforementioned resolution, as well as other important sources, is found in 
previous volumes ([49], pp. 153-155;[50], pp.224-226). 

X. ACTIVE EUTHANASIA AND ASSISTED SUICIDE 

Through its Task Force on Public Morals and Social Concerns, The Wesleyan 
Church distinguished between “passive” and “active” euthanasia and concluded 
that active euthanasia is to be opposed. “Active euthanasia means taking the 
life of someone by a purposeful deadly act (‘killing’). Such an act is done to 
free the victim from misery”. Whether this act is done “by medical personnel, 
family members or others, and whether voluntary or involuntary”, it is 
considered to be murder and a denial of God’s gift of life ([56], p. 4). 

The Free Methodist Church will consider a resolution in its 1996 General 
Conference which would link physician assisted suicide with abortion in a 
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concern with attacks cm “the sanctity of human life”: 

Human life is sacred. As a gift from God, human life is to be treated as a sacred trust. (Genesis 
2:7) Human life, whether nascent, mature, senile or terminal is sacred to Christians because of 
their faith that life exists in relation to God. 

Induced abortion and physician-assisted suicide are the intentional destruction of human 
life by surgical or other means. The decision to terminate a pregnancy or end the life of a 
terminally ill person involves religious and moral values, as well as medical and legal realities. 
Therefore, Christians may not determine their rights and privileges only by the extent of the 
permissiveness of the law of the state or the possibilities of safe medical procedures. 

... The suicidal destruction of one's own life due to emotional depression or spiritual 
hopelessness is murder and is not a justifiable act of compassion by a physician [59]. 



The proposed resolution brands as “selfish and malicious” either abortion or 
physician-assisted suicide when the motives are “personal preference or 
convenience”, or “social or economic security”. Both physicians and families 
are advised that the only morally acceptable reason for destruction of human 
life is “the protection of other human life”. The statement focuses on 
“emotional depression”, “spiritual hopelessness”, and the selfishness of 
“preference”, “convenience”, and “security”, as motivations, but offers no 
consideration of other motivations sometimes debated in medical ethics that 
might be included in “protection of other human life”. It does conclude with 
admonition to Free Methodists to offer church resources “to provide 
compassionate care” while protecting lives of all persons. 

Also under the label of ‘Sanctity of Human Life’, euthanasia is strongly 
rejected by the Church of the Nazarene: 

We believe that euthanasia (intentionally ending the life of a terminally ill person, or one who has 
a debilitating and incurable disease that is not immediately life-threatening, for the purpose of 
ending suffering) is incompatible with the Christian faith. This applies when euthanasia is 
requested or consented to by the terminally ill person (voluntary euthanasia) and when the 
terminally ill person is not mentally competent to give consent (involuntary euthanasia.) ... 
Euthanasia violates Christian confidence in God as the sovereign Lord of life by claiming 
sovereignty for oneself; it violates our role as stewards before God; it contributes to an erosion 
of the value the Bible places on human life and community; it attaches too much importance to 
the cessation of suffering; and it reflects a human arrogance before a graciously sovereign God. 
We urge our people to oppose all efforts to legalize euthanasia ([58], pp. 321-322). 



Although this position, adopted in 1993, does not specifically address 
physician-assisted suicide, it would be surprising if these arguments were not 
seen as applicable to that issue as well. At the same time, a paragraph on 
“Allowing to Die” follows the “Euthanasia” paragraph in this affirmation of 
“Sanctity of Life”, acknowledges that the Christian faith does not “require that 
the process of dying be artificially postponed”, thus allowing non-origination 
or withdrawing of “artificial life-support systems”. A person of faith who 
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decides not to originate -- or to terminate -- life-support activity, may also 
decide not to eat. This statement gives no clear indication of whether such 
activity would be considered “suicide”, or if not, what kind of action by a 
patient, assisted by a physician, is actually “euthanasia”. 

Ambiguity on these issues within the United Methodist Church was 
described at some length in the previous volume. Indications of this ambiguity 
are given in the 1992 General Conference resolution, “Understanding Living 
and Dying as Faithful Christians”. An early section of that document recognizes 
historical opposition to “direct intentional termination of human life”, while at 
the same time acknowledging that historical interpretations of stewardship of 
life have also included an allowance for “the offering of one’s life when a 
greater measure of love shall be realized through such action than otherwise 
would be possible”, as in various forms of self-sacrifice or martyrdom. A later 
section provides sympathetic consideration of medical circumstances which 
may lead responsible, faithful persons to consider suicide, and poses specific 
matters which should be taken into consideration by such persons and their 
loved (Mies. 

This resolution is the center of discussion in the 1994 resource book 
Deciding About Life’s End. Although suicide is not mentioned by the 
commentators in this booklet, the various dilemmas posed by chaplains 
regarding termination of treatment, including cessation of nutrition and 
hydration, point to continuing differences of understanding regarding “active” 
and “passive” euthanasia. One writer quotes Father Kevin O’Rourke, director 
of the Center of Health Care Ethics at St. Louis University Medical Center: 
“Withholding artificial hydration and nutrition from a patient in an irreversible 
coma does not introduce a new fatal pathology; rather it allows an already 
existing fatal pathology to take its natural course” [47], This does not, of 
course, lead to approval of introducing a fast-acting “fatal pathology” as a 
preference to a slower “fatal pathology”. The issues are sufficiently ambiguous, 
however, to lead to a willingness on the part of some United Methodists to 
continue expanding the exploration of that ambiguity. 

XI. DEFINITION OF DEATH 

The only group within Methodist traditions to speak to a definition of death is 
The Wesleyan Church: 

The definition of death is not merely a medical question. Medical science can tell us whether 
there is a medical possibility of a person recovering conscious brain function. However, medical 
personnel alone cannot legitimately decide whether or not a person who has no medical possibility 
of conscious brain activity is to be treated as though dead. Such decisions are ethical, theological, 
legal and political. ... death will be equated with loss of any medical possibility of recovering 
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brain activity ; including thought and control of breathing and heart function ([56], p. 2). 

The Wesleyan Task Force paper goes ahead to distinguish between (1) “brain 
death”, in which breathing and other vital functions can be maintained only by 
machine, due to loss of significant brain function, and (2) “persistent vegetative 
state”, in which higher brain function is lost but breathing and swallowing on 
one’s own is possible. The paper supports and encourages cessation of life- 
support when brain death has occurred; response to persistent vegetative state, 
however, is deemed problematic, and “prayerful decision-making” is advised 
([56], p. 3). 

Earlier volumes of this series indicated the lack of an attempt to define 
death in official statements of The United Methodist Church. Occasional 
theological understandings of death have been given, but no recent addition to 
this discussion has been offered. Even in the document bearing the title 
Deciding About Life ’s End the discussion centers on treatment and care and 
does not attempt to offer guidance on death’s definition [39]. 

XII. ORGAN DONATION AND TRANSPLANTATION 

The above-cited observations on brain death by The Wesleyan Church include 
a comment that prolonging life-support briefly may at that point be advisable 
in order to make possible die donation of body parts. Their paper later speaks 
specifically to “donation of body parts”, providing assurance that no scriptural 
reason exists for denying this action, and that their own theological 
understanding of resurrection refers to a “spiritual body”, thus leaving no issue 
of whether the physical body is intact at death. This discussion concludes with 
the suggestion that “[o]ne of the ways that a Christian can do good is to request 
that their body be donated to a medical school for use in teaching” ([56], p. 5). 

While no official statements commit The Free Methodist Church to 
support of organ donation, the Church’s Deaconess Hospital has adopted a 
policy on “Organ and Tissue Donation”. As “a responsible healthcare 
provider”, the hospital is careful to outline specific procedures required by state 
law and organ donation network guidelines, as well as pastoral concerns for 
family members. While taking active steps to promote organ donation, their 
policy also makes clear that brain death is a required condition for the donor. 
A hospital policy hand-out includes a statement from a state donor system: “... 
organ donation is not for everyone, but every family deserves an opportunity to 
draw the comfort and sense of purpose found in turning the tragedy of death 
into the hope of a better life for someone else” [1 1]. 

Nazarenes speak very briefly and concisely to their support of organ 
donation in their 1993-1997 Manual. Members “who do not object personally” 
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are encouraged “to support donor/recipient anatomical organs through living 
wills and trusts”. A very significant sentence follows: “Further, we appeal for 
a morally and ethically fair distribution of organs to those qualified to receive 
them” ([58], p. 322). 

Adopted by the 1989 General Conference, this statement apparently 
followed upon a more lengthy discussion reported to the General Conference 
by its Bioethics Commission. The topic is included in a section mi “The 
Allocation of Scarce Medical Resources”. Like the Wesleyans, the Nazarenes 
assure their members that neither biblical nor theological commitments would 
deny giving up one’s body parts, and the practice is encouraged. At the same 
time, the Commission points out that, “although the practice ... does not violate 
Christian principles, it does raise other serious moral questions”. Given the 
major financial expense involved, they press the following questions: 



Is such an expenditure of funds always a morally responsible use of scarce public and private 
resources? Is the life of an individual infant so important that tens of thousands of dollars should 
be spent on a kidney transplant or a liver transplant when that same amount of money could be 
used to feed hungry children, to update textbooks in inner city schools, or to significantly improve 
nutrition and medical treatment among children of an impoverished country? 

There is a distinct possibility that the clamor for organ transplants and the willingness to 
commit enormous monetary and medical resources will create an immense distortion of values 
within affluent nations, and between affluent nations and developing countries. A heart transplant 
can be performed, but must it? Christians do not have to live. They recognize higher values to 
which individual life may be justifiably surrendered. The remarkable procedure of organ 
transplantation in many instances will provide an opportunity for the continuation of a productive 
life. But in other instances it may indicate an idolatrous worship of physical life and an imprudent 
use of resources ([48], pp. 24-25). 

Even though this statement does not cany the “official” weight of 
subsequent adoption by the Nazarene General Conference, it raises weighty 
questions about actual practices, and points to a social issue unaddressed by 
any others of the Methodist tradition bodies - exploitation of developing 
country citizens to obtain organs for persons in affluent countries. 

Since 1984, The United Methodist Church has been on record supporting 
organ donation. They continue to affirm that support, with the expected 
cautions regarding reliable criteria for determining death safeguards against 
hastening death for this purpose. Pastoral caregivers are urged to explore such 
options with both patients and their families ([34], p. 145). 

XIII. GENETIC ISSUES 

John Wesley was often on the “cutting-edge” of his time in social issues, 
including some relating to medicine and health. Some of his followers have 
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continued to be alert to developing issues for which availability of sufficient 
information is often lacking, but the potential for major moral problems is 
great. One of these is the rapidly growing field of gene therapy and genetic 
engineering, about which several Methodist groups have recently expressed 
both support and concern. 

In 1993, The Church of the Nazarene affirmed support of “the use of 
genetic engineering to achieve gene therapy”, recognizing its possibilities for 
“preventing and curing disease and ... anatomical and mental disorders”. At the 
same time, they oppose certain applications of genetics, and propose guidelines 
for consideration: 

We oppose any use of genetic engineering that promotes social injustice, disregards the dignity 
of persons, or that attempts to achieve racial, intellectual, or social superiority over others 
(Eugenics). We oppose initiation of DNA studies whose results might encourage or support 
human abortion as an alternative to term live birth. In all cases, humility, a respect for the 
inviolable dignity of human life, human equality before God, and a commitment to mercy and 
justice should govern genetic engineering and gene therapy (Micah 6:8) ([58], p. 321). 

Earlier study by the Church’s Bioethics Commission had been less absolute on 
the application of testing to the option of abortion, noting that a “uniform 
answer” was not possible within that Commission. Complexities involved in 
discovery of “severe physical or mental abnormalities” through pre-natal testing 
are acknowledged, calling for “competent Christian counseling” for the husband 
and wife. Further, that Commission concluded that “the Church must 
demonstrate sensitivity to the complex questions husbands and wives affected 
by such discoveries must resolve” ([48], p. 27). 

Members of the African Methodist Episcopal Zion Church were warned 
by their Bishops in 1984 that “genetic engineering interferes with God’s natural 
order”, being a “science which pulls man away from and not towards God” ([2], 
p 45). Although more specific discussion was not provided, the general concern 
about unknown possibilities is certainly shared by others in religious bodies. 

Volume 3 of this series provided a summary of the extensive work done by 
a Genetic Science Task Force in The United Methodist Church. Having begun 
its wok in 1989, this group saw its recommendations adopted as a Resolution 
by the General Conference of the Church in 1992. While being open to 
creativity emerging from recognition of God-given “genetic diversity”, 
stewardship of these gifts means that “humans are to participate in, manage, 
nurture, justly distribute, employ, develop, and enhance creation’s resources in 
accordance with their finite discernment of God’s purposes”, and such actions 
are to be based in love ([32], pp. 326-327). When certain genetic qualities leave 
some persons “defenseless”, “powerless” or “voiceless”, commitments of 
theology and ethics require the Christian community to respond with both love 
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and justice. Likewise, in the application of genetic research to medical science 
there is great positive potential for relief of suffering and the “healing of 
creation”. At the same time, warnings are raised about “the potential for added 
physical and emotional suffering and social and economic injustice...”. Issues 
and guidelines were identified for utilization of genetic information, access to 
care that results from it, limitations chi gene therapies, especially in regard to 
effects on future generations, and recognition of both positive and negative 
aspects of recombinant DNA. 

An earlier United Methodist position affirming genes as being “a part of 
the common heritage of all peoples” led to warnings in 1992 concerning any 
claims to exclusive ownership rights of genetic materials. The concern then 
expressed, regarding the patenting of animal and human genetic material, led 
in 1995 to a “Joint Appeal” against such actions by a broad coalition of 
religious leaders, organized by the General Board of Church and Society of The 
United Methodist Church. Leaders of more than eighty religious faiths and 
denominations, representing Protestant, Roman Catholic, Jewish, Muslim, 
Buddhist, and Hindu groups, signed a statement declaring that they “are 
disturbed by the U.S. Patent Office’s recent decision to patent human body 
parts and several genetically engineered animals”. They went ahead to declare 
belief that “humans and animals are creations of God, not humans, and as such 
should not be patented as human inventions” [10]. 

At the press conference held for the release of the joint statement. United 
Methodist Bishop Kenneth L. Carder also released a statement which included 
the following: 

The United Methodist Church’s approved position on genetic science and engineering clearly 
affirms genetic research and development. The Social Principles of our church contains this 
affirmation: “We welcome the use of genetic technology for meeting fundamental human needs 
for health, a safe environment, and an adequate food supply”. (The Book of Discipline, 1992, p. 
97) 

The issue, therefore, related to the patenting of genes is not science versus religion, nor is 
it opposition to biotechnology, nor denial of the necessity of economic return on capital 
investment. The issue is the commodification of life and the reduction of life to its commercial 
value and marketability. 

Life is a sacred gift from God the Creator. As a gift from God, life has intrinsic value. The 
patenting of genes, the building blocks of life, tends to reduce it to its commercial value. Patenting 
further identifies life mechanistically and blurs the distinction between the animate and the 
inanimate. 

Patenting has historically been limited to inventions and phenomena of nature have been 
treated as unpatentable. The patenting of genes is comparable to the chemists who identified the 
chemical elements claiming commercial rights to those elements. Various chemical processes are 
patentable; however, the patenting of oxygen, for example, would be unthinkable. 

The argument that patenting is necessaiy in order for research to proceed ignores the deeper 
ethical issues. It assumes that anything profitable ought to be permissible. Genetic research and 
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development have continued during the moratorium on animal patenting. Licensing and process 
patenting provide adequate means of insuring profitability. 

The mapping of the human genome is a new frontier. The patenting of human genes by 
those who identify the genes represents a form of colonialism in which the explorer claims 
ownership. Exploitation in the name of economic advantage is the result. 

The emerging genetic science and technologies raise fundamental questions about the 
nature and purpose of life and the meaning and implication of the sovereignty of the Creator God. 
Public dialogue is needed. The conflicts relative to patenting are not between science and religion. 
The conflict is between reverence for life and exploitation of life, life valued for its marketability 
and life valued as an intrinsic gift. It is a conflict between utilitarianism and transcendent 
meaning. It is conflict between control based on economic profit and access based upon shared 
need. 

Therefore, we join with our brothers and sisters of diverse religious traditions in calling for 
an end to the patenting of genes ([7], pp. 1-2). 

Another major concern of The United Methodist Church, discussed more 
hilly under “Environmental Issues”, is the extent of genetic damage by atomic 
testing now being scientifically documented in the Semipalatinsk Region of the 
Republic of Kazakhstan. The denomination’s General Board of Global 
Ministries has made a commitment to support a major international effort in 
that region where, among other problems, it has been found that in villages 
adjacent to the test area, “as many as 75% of infants and children suffer from 
immune deficiency” ([18], p. 7). The research now being done is based on 
records of a population with long-tom exposure, records previously unavailable 
to those who have long been concerned that “ill effects of exposure to radiation 
can be genetically transmitted beyond the first generation - i.e., invoke a 
genetic chain reaction that could affect the health of a population for several 
generations after exposure” ([43], p. 24). 

XIV. RESOURCE ALLOCATION: 

LEGITIMATE CONTROL AND STEWARDSHIP 

Just as John Wesley spoke out on inequities in distribution of life’s goods, 
including health care, his twentieth-century followers have grown in sensitivity 
to and concern for the ownership, management, control, distribution and 
redistribution of resources. A brief summary of ways in which these concerns 
have been expressed by United Methodists is found in the previous volume of 
this series. 

The Church of the Nazarene, although not speaking to the issue in official 
church documents, has nonetheless indicated significant awareness of control 
and stewardship of resources. Their Bioethics Commission acknowledged in 
1989 that none of “the moral dilemmas generated by the revolution in 
biotechnology ... is more difficult that the allocation of scarce medical 
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resources”. The Commission asserts that biblical guidance on such issues does 
not exist, and that Christians are essentially “faced with the same moral 
problems that any other part of society confronts”. Some of those issues have 
already been noted in reference to organ transplants. Christians may decide to 
act self-sacrificially and hold “higher values to which individual life may be 
justifiably surrendered”, providing a particular perspective on “imprudent use 
of resources”. The Commission was also careful to point out that resources vary 
greatly from one part of the world to another, and that American Christians 
must not set universal standards regarding allocation that are not feasible in 
other societies. At the same time, those societies that are capable of providing 
access to care to all their citizens lack moral defense for not doing so ([48], pp. 
15, 20, 23-25). 



XV. AIDS AND RELATED ISSUES 

Those churches in the Methodist traditions who have addressed AIDS and 
related problems in recent years have focused primarily on educational and 
pastoral concerns. The Wesleyan Church, for example, has distributed to its 
pastors and churches a Social Concerns Report entitled ‘What Shall We Do 
About AIDS?’. This document, originating in its New York District, provides 
basic medical information and raises “moral questions”. In the latter section, 
“panic” and “denial” are identified as responses which often impede 
appropriate ministry to those who are HIV positive. Recognizing that, from 
their perspective, the “sins” of “homosexual activities” and use of drugs are 
“often a part of the AIDS problem”, the question is pressed concerning loving 
the people involved while “hating the sin: ...AIDS occurs as a result of human 
action. We can, indeed must, recognize wrong acts and sinful life-styles with 
sorrow. We also recognize the tragic consequences” ([60], p. 4). Faith 
responses are advised with emphasis on faith, love, forgiveness, affirmation of 
resurrection, God’s enduring presence with persons, and calls for “chastity 
before marriage and fidelity in marriage”. The paper concludes with practical 
suggestions for ministry and congregational mission. In a ‘Resource/Guideline’ 
paper produced by the Wesleyan Church’s Task Force on Public Morals and 
Social Concerns, congregations are given specific directions that appear to 
respond to the above concern for “panic” or “denial”. The document considers 
the lack of total knowledge regarding the transmission of the “AIDS virus”, and 
thus provides extensive precautionary suggestions while affirming that “no 
person diagnosed as HIV positive or as having full-blown AIDS should be 
excluded from attending any Wesleyan church or from any of its various 
functions and activities”. Very specific recommendations based on 
communicable disease information from The Centers for Disease Control are 
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then offered for use in church and educational facilities ([55]). 

A similar approach has recently been taken by the Free Methodist Church, 
with even more emphasis chi human responsibility for “lifestyle” choices that 
have serious health consequences. These choices, examples of which are 
indicated from biblical as well as other sources, are clearly identified as 
consequences of human choice and behavior, and not God’s punishment. In a 
brief comment on homosexuality, for instance, the point is made that 
“promiscuity of homosexual males results in the same consequence as 
promiscuity of heterosexual persons”, and is not “God’s ‘punishment’ of 
homosexuality” ([5 1], p 2). Ministry implications include precautions much like 
those posed by The Wesleyan Church, and are also drawn from Center for 
Disease Control information on communicable diseases. The ministry 
“possibilities” include ministering to fear, to judgmental attitudes and prejudice, 
and to providing love, dignity, and accountability. The latter involves 
forgiveness and “healing” in compassionate ministry (51], pp. 3-6). A 1994 
statement from the Social Action Council offers direction as well as challenges 
to local churches: 

... Ministering to persons with AIDS involves caring for the emotional, physical, social and 
spiritual needs of that person and their family. Persons with AIDS are in need of compassionate 
acceptance. This acceptance, while not condoning or ignoring any continuing immoral or 
addictive behaviors if present, is an active acceptance which purposefully surrounds the person 
with love, support, counsel, encouragement and acceptance. This care also involves caring for 
family members and loved ones who are suffering along with the person with AIDS. 

When AIDS is present we also minister to the fear and prejudice of the entire church family. 
Care is taken to make sure that prudent precautions are followed to alleviate the natural fear of 
communicable diseases. Theological, psychological, and biological education is provided to 
explain the realities of the disease. This education allows each person to understand how the 
ministry of Jesus' love is the greatest hope for persons with AIDS. This education can also help 
the entire church family to understand how such a ministry can heal not only the person with 
AIDS, but can challenge the church to be the healing presence of God in our hurting world [33]. 

Moving from their 1992 commitment to “full involvement of the church 
at all levels to be in ministry with and to respond fully to the needs of persons, 
families, and communities whose lives have been affected by HIV-infection and 
illness”, ([30], p. 568), The United Methodist Church has become actively 
involved on several fronts. The clear theological affirmations of the 1992 
General Conference are pursued especially by the Church’s Health and Welfare 
Ministries Program Department, and significant amounts of resources have 
been made available throughout the Church. Through HIV/AIDS Ministries 
Network Focus Papers, education, support, and extensive resources are offered 
by “[a] network of United Methodists and others who care about the global 
HIV/AIDS pandemic and those whose lives have been touched” [40], United 
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Methodists, with their many related institutions, have distributed “Suggested 
Principles and Guidelines Regarding Workplace Policies on HIV Infection and 
Related Illnesses”, detailing both legal and compassionate accommodations 
required for infected employees, as well as education to be directed to all 
employees. Direct-service programs related to the Church have also been 
provided suggestions and resources to aid in assuring that their services are 
sufficiently available to HIV/AIDS affected persons. This includes a “Covenant 
to Care”, which would “let it be known that persons living with HIV/AIDS and 
their loved ones are welcome in your facility and that your services are open to 
them”. This document also directs providers of direct services to seek out those 
in need of these services ([38], p. 1). Persons with such responsibilities are also 
urged to become advocates for both services and funds in the larger community, 
as well as moving into roles of coordination of services. Throughout these 
publications are found extensive lists of reading and other resources for 
education, care-giving, networking, and various forms of service in ministry. 

This emphasis on ministry is repeated in the Christian Methodist Episcopal 
community by Bishop Marshall Gilmore in his discussion of human beings as 
“co-partners” with God in Creation. The reconciling actions to be taken by such 
persons include “showing concern for the people pushed to the edge, such as 
victims of AIDS. .”. ([36], p. 48). 

XVI. ENVIRONMENTAL ISSUES 

As early as 1980, leaders of the African Methodist Episcopal Church were 
bringing major environmental issues before their church members for attention 
and action. In a working paper on “The Global Crises”, Charles S. Spivey, Jr., 
identified “massive problems of pollution of land, water, and air”, as well as 
threats to “the genetic continuity of human and animal life” ([53], p. II 20). 
Also discussed were continuing development of nuclear energy, with “dangers 
from increasing atmospheric heat and waste disposal”, and possible 
catastrophes from nuclear plant “accidents”, as major threats to human health 
and survival. The document poses a serious ethical challenge later identified in 
the United Methodist resolution on “environmental racism”. On the one hand, 
unabated utilization of energy resources, with their accompanying pollution of 
the environment, is concentrated in wealthier countries, and their economic 
benefits accrue disproportionately to persons with greater wealth. On the other 
hand, reduction of such use for conservation of energy and reduction of 
pollution continues to be controlled by persons of more wealth, and the poor 
and powerless suffer from further unemployment, insufficient heating and 
coding for homes, and inadequate access to health care. Spivey warns against 
Black temptations to “side with the rich and affluent, resisting the determined 
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aspirations of the poor, in the hope that Blacks will see their share with the rich 
increased” ([53], p. II 24). His paper also notes the probability that changes in 
energy consumption will lower the standard of living, and he cautions against 
allowing this to fall unequally on the poor and oppressed. Each of these issues, 
as well as global hunger and need for population control addressed in this 
paper, have major implications for health care. 

With firm commitments to confronting both their congregations and the 
larger public cm environmental issues, as reviewed in Volumes One and Three, 
The United Methodist Church has more recently become involved in specific 
research regarding environmental and health consequences of forty years of 
Soviet Union nuclear testing in the Semipalatinsk Region of the Republic of 
Kazakhstan. Of equal importance is a commitment of medical care assistance 
to the region. Dr. Boris I. Gusev, who has long-standing familiarity with the 
testing and its effects, has concluded that “the entire Semipalatinsk region was 
affected by nuclear fallout and ... the entire population has lived under the 
influence of ionizing radiation” ([45], p. 8). Dr. Gusev has also confirmed a 
devastating example of the “environmental racism” identified in a 1 992 General 
Conference resolution of The United Methodist Church [31]. Soldiers from 
Asian republics who were unfamiliar with the events of the area and the 
language of the residents, were brought in to work in fully contaminated soil in 
1965, to build a reservoir and dam at a crater that was created by a nuclear 
explosion. Never made aware of the hazards, the soldiers were found in 
subsequent examination to have serious blood and nerve weaknesses related to 
the overexposure ([43], p. 22). 

Dr. Bakhyt Tumenova, co-director of the Regional Health Department, has 
serious medical problems herself from living since the age of four in the nuclear 
test area. She is most concerned about “the health of her countrywomen, her 
daughters, her grandchildren yet to be bom, and the children of their children”. 
Spot checks conducted by her, and others, have found excessively high sickness 
and oncological disease rates among their children. Further, she says, “almost 
90 percent of women suffer from anemia in the districts adjacent to the test site. 
... Year after year, the number of miscarriages and still births goes up”. She also 
listed birth defects, congenital malformations, chromosome changes, and 
aberrations among the problems they face, with immunoxleficiency found in 
nearly half the population ([45], p. 8). 

When the Soviet Union hurried to enter the nuclear arms race after World 
War II, Joseph Stalin chose this region for testing because it was “uninhabited”. 
The hundreds of thousands of people actually living there - along with their 
natural environment - subsequently experienced 563 nuclear explosions 
between 1949 and 1989, more than 100 of them in the atmosphere. Physicians 
and scientists living and working in the area have been keeping records (for 
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many years in secret) of the effects of this onslaught cm nature, including human 
beings. Visits to the area by United Methodist officials began in 1991, and a 
subsequent meeting of American and Kazakhastan scientists was held in 
Stamford, Connecticut, in 1994. Some of the United Methodist leadership was 
provided by Bishop J. Woodrow Hearn, representing not only the General 
Board of Global Ministries, but also the interest of the Council of Bishops who 
had addressed the entire church in a pastoral letter and foundation document in 
1986, In Defense of Creation: The Nuclear Crisis and a Just Peace. Cathie 
Lyons, Associate General Secretary of the Health and Welfare Ministries 
Program Department, has taken United Methodist teams to the area several 
times to work with medical and child care specialists, as well as working 
elsewhere in the former Soviet Union in establishing partnerships with 
American institutions for health-care assistance ([45], p. 5). 

The medical and scientific work thus far makes it clear that water in the 
area is seriously contaminated, plant and animal life are severely damaged, and 
that humans will continue to be harmed by both genetic effects and chemical 
imbalances in the region that thwart normal life systems. S.T. Kimbrough, Jr., 
Executive Secretary of Mission Evangelism for the General Board of Global 
Ministries, has summarized ethical concerns inherent in this project: 

XVII. THE MEANING OF EMBODIMENT 
AND IMPLICATIONS FOR BIOETHICS 

The familiar biblical theme of the body as “temple of the Holy Spirit” is often 
repeated among Methodist as well as most other Christian traditions. Free 
Methodists emphasize that the body is thus a “sacred trust”, requiring “self- 
control”, “balance” and “moderation” in a “disciplined style of life” that 
promotes good health ([17], pp. 47, 48; also see [58], p. 329). Leaders of the 
African Methodist Episcopal Church have likewise called attention to the 
importance of food, exercise, and personal hygiene in health maintenance, as 
well as holistic health care that addresses the “whole being”, a unity of mind 
and body ([1], pp. II 5-7). Ultimate control over this body is seen to be in the 
hands of God by Free Methodists, who assert in their Discipline that “all 
healing, whether of body, mind, or spirit, has its ultimate source in God..”, who 
may “heal by the mediation of surgery, medication, change of environment, 
counseling, corrected attitudes, or through the restorative processes of nature 
itself’. This God may also heal “by direct intervention in response to prayer”. 
Physical healing, however, may not always be granted, and ultimate release 
from this body is also God’s action ([17], p. 42). A variety of implications of 
embodiment for bioethics as discussed and promoted by United Methodists are 
found in Volume 3 ([56], p. 237). 
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XVIII. CONCLUSION 

Development, extension, and re-thinking of perspectives on bioethics 
characterize all the bodies in Methodist traditions. Many are looking toward 
1996 general meetings of their churches with proposals for further position 
statements on these issues. 

Perhaps the most characteristic mode of thinking among these groups is 
represented by a Wesleyan Church Task Force as it considered death and dying 
issues. The decisions involved, they noted, “require thought and prayer, and no 
human individual, or group, has all the right answers about the questions raised 
when such decision times come” ([45], p. 1). 

The University of Kansas 
Lawrence, Kansas 
USA. 
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BAPTIST-EVANGELICAL MEDICAL ETHICS 



I. INTRODUCTION 

The purpose of this chapter is to explore perspectives and activities among 
Baptists and Evangelicals in America. The emphasis falls upon developments 
during the past two years or since volume three of the Bioethics Yearbook. 

Treating Baptists and Evangelicals in the same chapter is both problematic 
and appropriate. There are important differences between the groups, but 
insisting upon distinctions would involve volumes of extensive writings; 
certainly it is beyond the scope of this paper. The explorations made in two 
previous efforts on this topic should be consulted by those interested. Some 
may be curious about historical backgrounds; others about contemporary 
developments. But the popular perception that the two are more related than 
they are different is certainly understandable. 

Reflections on the relationship of Southern Baptists to Evangelicalism 
grew out of conferences at The Southern Baptist Theological Seminary in 1 989 
and 1990. The situation at that time left open the question as to whether 
Southern Baptists were even to be thought of as Evangelicals. The 
“conversation” was never formal but always cordial; it amounted to an 
acknowledgment of certain areas of agreement, such as evangelism and Biblical 
authority, and areas of (considerable) disagreement, such as ecclesiology. 
Evangelicalism is basically transdenominational; Southern Baptists are 
ostensibly strongly denominational [13]. 

The perspectives of the book publishing the conference presentations [6] 
have become largely moot in the intervening years between presentations and 
their publication. The Evangelical mind set has won over the Southern Baptist 
Convention (SBA). A pastor of one of the largest Southern Baptist churches 
and a former President of the Convention once declared that if the church were 
being formed today, it would not have Baptist in its name. Loyalties to 
evangelical notions have for the most part displaced more traditional features 
of the Baptist witness. Religious liberty is still touted, but only in the sense of 
freedom for religious groups to do whatever they can muster the vote to do on 
the national scale or through public policy; the separation of church and state 
is largely moot as Southern Baptists join in efforts to seek public financing for 
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their private schools; biblical authority is now thought of in terms of 
infallibility/inerrancy, in spite of Baptists’ historical rejection of those terms; 
the politicization of religion popularized by Falwell and Robertson has now 
thoroughly permeated the Southern Baptist Convention; and the Church 
Growth Movement begun among Evangelicals has been warmly embraced by 
Southern Baptists. There are few reasons to speak of differences between 
Evangelicals and Southern Baptists that are not related to structures. 

This view was echoed by A1 Mohler, president of Southern Baptist 
Theological Seminary, who argues bluntly that Southern Baptists are 
Evangelicals if both words are understood properly. “The best hope for the 
recovery of the Southern Baptist Convention lies in the rediscovery and 
reclamation of an authentic and distinctive Southern Baptist Evangelicalism -- 
genuinely Baptist , and genuinely Evangelicar ([46], p. 97). 

Not all Baptists agree with Mohler, or that important and necessary 
distinctions should not or could not be made. There are two splinter groups 
from within the Southern Convention, the Alliance of Baptists and the 
Cooperative Baptist Fellowship (CBF). Both retain some ties to the Southern 
Convention, but those of the Alliance are terribly tenuous. It is prepared to go 
its own way, believing the divisions in the Convention are too profound to 
reconcile. The CBF is less willing to break away entirely, but is being forced to 
choose by being rejected by the SBC. While it denies any intention of becoming 
another convention, its patterns and structures belie the point. Both groups are 
consciously aware of their Baptist distinctives and attempt to defme themselves 
in terms of fidelity to historic Baptist freedoms which they believe have been 
severely compromised by the SBC. Among these freedoms are religious liberty, 
separation of church and state, soul competence, and the autonomy of the local 
church. They also reject the idea of biblical infallibility and inerrancy which 
have become something like code words for acceptance into the cult-like 
framework of SBC leadership ([14], p. 85). 

II. CULTURE WARS 

Perhaps the most prominent feature of the Southern Baptist/Evangelical 
connection is their involvement in the politics of the religious right. In many 
ways, the term “Evangelical” could be used to refer to those conservative 
Christians who are now best defined in terms of their political involvement. In 
that sense, the term would include a wide assortment of religious leaders some 
of whom are self-consciously “Evangelical”, others that would identify 
themselves as “Baptist”. But they all belong to and constitute the new Christian 
right in American politics. “Baptist”, properly speaking, refers to those 
Protestant Christians who identify with historic Baptist commitments to 
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religious liberty and the separation of church and state. They had their origins 
historically, theologically, and ethically with Roger Williams. His break with 
New England Puritanism signaled a new way of thinking about both politics 
and religion. Baptists support religious liberty for all people and thus seek to 
protect the prerogative of each group in a religiously pluralist society, unlike 
their Puritan antagonists who seek something more like a theocracy in which 
their views dominate in both church and society while others are at most 
tolerated. While Baptists not anti-political, they nonetheless have serious 
differences with what they perceive as the extremism in politics and religion of 
the new Christian right. 

In the current context. Southern Baptists seem hilly to have embraced the 
notion of “culture wars” and are prepared to pursue the social agenda of right- 
wing politics. As the nation’s largest Protestant denomination (circa 14 
million), it is probably the most powerful single factor in what is called the 
religious right in politics, which is led by Pat Robertson (Southern Baptist) and 
Ralph Reed, Robertson’s alter ego. The 1995 seminar sponsored by the 
Christian Life Commission (CLC) of the SBC loudly defended the notion that 
biblical Christianity and post-modern culture are engaged in a “war of worlds”. 
Ben Mitchell, CLC consultant in medical ethics, defended the “war” metaphor 
in social rhetoric against critics who say it promotes violence. “We’re engaged 
in nothing less than a war.. ..a battle for the sanctity of human life”, he said. Jim 
Merritt, Georgia pastor, went even further, saying that “the Christian right is 
not a playground, it’s a battleground”. When asked whether such seminars 
should not present a more balanced perspective, Richard Land, executive 
director of the CLC, responded by saying that the effort was to balance the 
“secular media and news of our culture” ([66], p. 11). 

Christianity Today featured a “special report” on the culture war problem. 
Joe Leconte explored the varieties of responses among Evangelicals to the 
disturbing levels of intensity and violence that accompany the struggle for what 
some call the “soul” of America. The battleground is in and over school boards, 
town meetings, state legislatures, and the courts. The issues do not lend 
themselves to simple majority vote but do attract the demagogue and 
misguided. James Skillen of the Association for Public Justice says that raw 
political power should not be used to foist an agenda on all social institutions. 
Those who warm to the heat of politics, on the other hand, emphasize the 
irreconcilable problem of the clash of values that are incompatible with one 
another. The aggressive activities of the far right have energized the forces of 
the left. Both sides offer bounties and rewards for “taking out” a leader of the 
“enemy”. 

Writers like Os Guinness criticize the entire religious right movement as 
wrong-headed and misguided. “You can’t use political legislation to stem the 
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tide of cultural drift”, he argues ([32], p. 74]. James Hunter warns that 
democratic government itself is at risk as such wars intensify, and that violence 
becomes almost inevitable, reminiscent of the religious wars of Europe ([32], 
p. 76). Those committed to religious liberty guarantees like Skip Porteus of the 
Institute for First Amendment Studies, see the culture wars as evidence that 
religious groups have failed properly to abide by a social covenant assuring 
everyone equal protection but making it necessary that none seek special 
advantages through power plays in politics ([32], p. 77). 

A major factor in the anger of the religious right is the perception that they 
are being the objects of religious discrimination and that their values are not 
taken seriously. Stephen Carter calls it the “trivializing of religion” [10], The 
result is a type of paranoid style in politics in which polarization of feelings 
becomes intense and the “enemy” is perceived as having few, if any, redeeming 
features. A religious crusade develops which divides the groups into those with 
and those against God; and those who are righteous versus those who are 
wicked. God is thought to be fighting on the side of the righteous and against 
the wicked, and calling his forces to prosecute the war unsparingly ([5], p. 148). 

One result of the conflict has been the emergence of alliances between 
traditional enemies. Under the leadership of Evangelical Charles Colson and 
Catholic Richard John Neuhaus, a statement of cooperation and reconciliation 
emerged entitled 'Evangelicals and Catholics Together: the Christian Mission 
in the Third Millenium’ [44]. Catholic William Bennett is embraced by 
Evangelicals James Dobson and Jerry Falwell. Southern Baptists like Richard 
Land and Larry Lewis signed this covenant of cooperation with Roman 
Catholics like John Cardinal O’Conner. Commonalities between the groups 
include concern about “post-Christian” trends, the growth of secularism, the 
dangers of Islamic fundamentalism, and the moral chaos of the West. Already 
books have emerged attempting to outline a consensus on social goals that can 
be mutually supported and pursued [3], Legal constraints on abortion and 
public monies for private and parochial schools are among the leading 
objectives [6], 

Nonetheless, there are strong divisions in the ranks of Evangelicals on the 
acceptability of the conciliatory move toward cooperation among Catholics and 
Evangelicals. The issue is just how ecumenical and comprehensive Evangeli- 
calism can become and still retain its fidelity to Reformation insights [33]. Still 
another issue concerns the theonomic politics of Christian Reconstructionism 
as represented in the writings of R. J. Rushdoony and Gary North. The 
radicalism of attempting to impose Old Testament Laws for capital punishment 
and civil government upon America is regarded by Norman Geisler as a form 
of puritan legalism ([15], p. 1 15). He regards theonomic politics “as frightening 
as secular anarchy”, and a totally unworkable ethical basis for government in 
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a religiously pluralistic society. “The evil of theonomy”, he says, lies in its 
willingness to use coercion over those who do not share the religious 
convictions of those in power ([15], p. 1 14). 

There is also movement among certain Evangelicals toward post- 
conservatism. The Evangelical Studies Group has formed at the American 
Academy of Religion, exploring what Stanley Grenz has called “revisioning 
evangelical theology”. They remain committed to basic evangelical beliefs such 
as experience and conversion, biblical authority, active, evangelism, and the 
centrality of the cross for salvation. But modernity is not seen as the archenemy 
of faith, nor are orthodox doctrines, woodenly held, seen as the essence of 
belief. Unfortunately, the “liberal” trends in theology are hardly matched to 
interests in medical ethics or social policy. Little difference can be seen between 
their opinions in these areas and those of their more conservative, and 
politically active constituency ([43], p. 480). 

There is considerable contempt from the far right toward all Baptists and 
Evangelicals who do not support the extremist political goals of the coalition. 
The left wing of Evangelicalism is represented by Evangelicals for Social 
Action. Leaders like Tony Campolo and Jim Wallis, editor of Sojourners, are 
of a different mind than Evangelical Jerry Falwell, or those in the Christian 
Coalition, Focus on the Family, Family Research Council, and others. ESA is 
inclined toward more liberal political goals such as the elimination of capitol 
punishment and commitments to peacemaking and human rights. It was this 
group conservative columnist Cal Thomas referred to as identified with “the 
pagan left” [64]. Many Baptist/Evangelicals identify strongly with the opinion 
expressed by Ken Chafin that the religious right has “sold its soul ... for the 
illusion of secular power” [11], 

III. NEW REPRODUCTIVE TECHNIQUES 

There are many Evangelicals who question the moral legitimacy of 
contraception, as has been noted earlier ([54], pp. 247ff). George Grant’s 1988 
polemic against Planned Parenthood, The Grand Illusion, is widely read and 
quoted among Evangelical Christians. His polemic against Margaret Sanger is 
hardly fair, but it is terribly effective. The woman who campaigned for 
women’s reproductive rights is vilified, not understood — perhaps intentionally 
so. The net result of this line of attack is to undermine evangelical sympathies 
for contraception as well as abortion. The admirable work of Planned 
Parenthood is never mentioned, in spite of the fact that it has probably done 
more to deal with the causes of abortion than most any other or combination of 
other organizations. 

One would have thought that the effort to join ranks between pro-life 
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Catholics and evangelicals would produce considerable disagreement on the 
issue of contraception, perhaps pairing writings from the two sides in which the 
issue of contraception was discussed. Instead, William May, consistent with the 
traditional Catholic teaching rooted in natural law, inveighed against 
contraception as “an anti-life choice serving as the gateway to abortion” ([35], 
p. 1 10). It is the choice “to impede the beginning of a new human life prior to, 
during, or subsequent to an act of sexual union”. The twofold evil he sees in the 
decision to contracept (sic!) is that the couple (1) chooses to have intercourse, 
and (2) chooses to “close” this act to the transmission of human life. The moral 
problem, as he sees it, is that it is not morally good to “unwant” a new human 
person. Contraception, he says, “is the gateway to abortion, for it, is as such 
contra- or anti-life” ([35], p. 1 1 1). 

The natural law assumptions behind his statements are reasonably obvious 
[56]. First, the choice to have sexual intercourse is itself morally problematic 
in that it is accompanied by the evil of concupiscence and thus violates the 
created purpose of human beings to choose the meditation of God as their 
highest calling. The decision thus violates the “rational” ends of human life 
intended by the Creator. Second, the use of contraceptives contravene the 
possibilities of nature by which new persons might be generated. On both 
counts, the decision is to be morally condemned because it represents a 
knowing and willful violation of God’s will. 

The issue of the use of contraceptives emerged at the World Population 
Council in Cairo, August 1994. The critical issue for most Evangelicals was 
that of abortion, and they opposed its inclusion in the agenda. Even the modest 
statement that “abortion should be safe where legal” was opposed, and was 
inevitably linked to larger questions of population growth control. A 
Christianity Today news report expressed embarrassment at the rantings and 
disruptive tactics of pro-life leaders like Keith Tucci, and somewhat 
apologetically reported the arrest of four pro-life leaders. Even so, it was 
pleased at the general outcome of the meeting, which “moved population 
concerns through the abortion debate” ([4], pp. 82,83). 

Dan Heimbach, associate professor of Christian Ethics at Southeastern 
Baptist Seminary, argued that the entire focus and major premise of the 
conference were flawed. He maintains that there is no such thing as a 
population growth crisis. The attempt to “empower women”, in his judgment, 
was a distortion of the summit’s intention ([4], p. 83). 

Nigel Cameron, in a Christianity Today editorial, affirmed the need to 
“fill, not overfill, the earth” with people. Conscience, he says, may choose 
various forms of contraception even while the couple is open to God’s gift of 
children. Christians should not choose childlessness, except in exceptional 
circumstances ([4], p. 21). 
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Anti-abortion sentiment carries over into other facets of the population 
control debate. RU 486 is condemned as type of abortifacient and thus 
condemned with the same vehemence as abortion is opposed. The 1993 
Southern Baptist convention went on record opposing “the testing, approval, 
distribution, marketing and usage ...of any abortion pill and urging U.S. 
corporations which are considering such business ventures to refuse to do so” 
([6], p. 100). Ben Mitchell of the Christian Life Commission, SBC, condemned 
the Population Council as “the De-Population Council” which has “taken aim 
and fired at women’s and children’s health”. He blamed President Clinton and 
HHS Secretary Donna Shalala as those ultimately to target for “unlocking the 
doors of this arsenal in the assault on unborn babies”. Such inflammat ory 
language is hardly designed to lower the threshold of violence against abortion 
providers, which the CL<C has ostensibly condemned. Even so, the CLC listed 
the places at which the drug will be tested and every organization associated 
with it. Mitchell implores the faithful to “bombard the President, Congress and 
The Population Council with phone calls and letters” ([60], p. 15). 

The threats to boycott the products of Hoechst-Roussel Pharmaceuticals 
and Copley Pharmaceutical, American subsidiaries of Hoechst AG, the parent 
company of Roussel Uclaf, have continued. The CLC has joined with the 
NRLC and other anti-abortion groups to keep pressure against the marketing 
of this or any other drug that might make abortion more humane and less 
dangerous for women [52]. 

Evangelical/Baptist political action groups also urge support for those in 
Congress who oppose RU-486 and warned the FDA not to approve the 
marketing of the drug for women seeking abortions. The Chicago-based group, 
Americans United for Life, joined with 2 dozen members of Congress in 
delivering the message to the FDA leadership ([66], p. 10). 

IV. ABORTION 

Abortion is the hot-button issue that drives interest in public policy and social 
ethics among Southern Baptists and Evangelicals. Leaders in the religious right 
have also served notice to the Republican National Committee that disaster lies 
ahead for Republican candidates for 1996 elections who do not advocate very 
conservative anti-abortion views. James Dobson of Focus on the Family, Ralph 
Reed of Christian Coalition and its founder, Pat Robertson, have all warned that 
their groups will abandon the GOP if Republicans do not support presidential 
and vice-presidential nominees who oppose abortion ([66], p. 8). 

Southern Baptists were also vocal in their opposition to Dr. Henry Foster 
as U.S. Surgeon General because of his having performed abortions. At a news 
conference in Nashville, SBC President Jim Henry and Christian Life 
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Commission director, Richard Land, described Southern Baptists as “the most 
pro-life denomination in the country”, and thus felt duty-bound to oppose the 
Clinton nomination. Bill Moyers, also a Southern Baptist, called the group that 
has captured the leadership of the Southern Baptist Convention “a political 
posse” cm his nightly NBC commentary one day after the Henry-Land news 
conference ([68], p. 10). 

A conference on “medical ethics” sponsored by the Christian Life 
Commission of the SBC, featured speakers who condemned abortion for a 
variety of reasons. Carol Everett, who once owned two abortion clinics, 
portrayed abortion as a “skillfully marketed product, sold to frightened young 
women at a crisis time in her life”. The abortion industry is all about profit 
rather than concern for women, she said. Timothy George, dean of Beeson 
Divinity in Birmingham, argued that “the erosion of doctrinal substance” in the 
SBC was the reason Baptists had supported abortion rights during the 1960's 
and 70's ([65], p. 9). No speaker even attempted to deal with the critical 
theological-social-political issues involved nor to nuance their approach. An 
absolutist posture was adopted as if it were self-evidently Christian and 
biblical. 

No employee of the Southern Baptist Convention may now publicly 
declare him- or herself pro-choice on pain of reprimand, removal or other 
sanction. The latest pressure to assure such conformity to the convention 
mandate is the termination of the contract of Dr. Robert Adams by 
Southwestern Seminary in Fort Worth. Adams, who most recently has taught 
at the seminary under a special presidential appointment, had his contract 
terminated. The seminary president had been pressured by a conservative 
trustee to terminate Adams when she discovered he had been a signatory to the 
1977 “Call to Commitment” sponsored by the Religious Coalition for Abortion 
Rights ([68], p. 7). 

Ben Mitchell of the CLC said that: “All human life is sacred by virtue of 
the Creator’s investment of His image in us” ([37], p. 9). He regards the 
doctrine of the sanctity of human life as “the chasm that separates the ethical 
principles of Christianity from all other religions and philosophies” ([31], p. 
1 1). That is hardly the case, of course, since the notion of sanctity-of-life is not 
uniquely Christian. The doctrine is basic to ancient Hindu teaching. Each 
creature is sacred by virtue of the fact that each is endowed with the atman, or 
divine life principle. From this derives the Hindu doctrine of ahimsa, non- 
violence or non-injury toward living creatures. The Brahmin are committed to 
respecting all forms of life, from the flea and rat to the monkey, cow, and 
human being. All are aspects of the whole and possess the life principle. The 
original and oldest version of the sanctity-of-life is Hindu. 

Weston Christians modified it to the belief in “the sanctity-of-Aw/nan-life” 
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so as to provide latitude for killing non-human creatures. Baptists have adopted 
and adapted it even further by making it the “sanctity-of-innocent-human-life”, 
thus allowing a terribly belligerent attitude toward those they believe guilty of 
a moral or legal violation of God’s law. Killing in war, capitol punishment and 
certainly the killing of animals is morally acceptable, perhaps even 
commendable. Richard Land, Executive Director of the SBC Christian Life 
Commission being interviewed by telephone on the Pat Buchanan radio 
program from Washington, D C., declared that Jesus himself would have pulled 
the switch to execute a person condemned to die in the electric chair, thus 
providing the ultimate biblical warrant for Christian support for capitol 
punishment. 

Among right-to-life Southern Baptists, the notion of image of God has 
become the functional equivalent of the Hindu idea of atman, leading to the 
idea that each creature has the divine life principle and thus constitutes sacred 
life in itself. Hindu understandings embrace all living creatures, since all bear 
the life principle of the gods; conservative Christian theologies focus on the 
imago in humans and thus the sacredness of human life. 

No fundamental difference can now be discerned between Roman Catholic 
thought on the sanctity of human life and the thought of fundamenta- 
list/evangelical Christians. That becomes painfully clear when reading the 
parallel treatments in a book that celebrates the coalition of evangelical South- 
ern Baptists with those of the Roman Catholic tradition especially the National 
Council of Catholic Bishops. Chapters by William E. May, ‘The Sanctity of 
Human Life’, and Norman Geisler, ‘The Natural Right’ deal with abortion 
under the topic of ‘Human Life’. Both affirm natural law as the basis of their 
thinking and both end with strong anti-abortion sentiment [6], 

The Southern Baptist Convention passed a resolution opposing President 
Clinton, primarily emphasizing his pro-choice political policies. Specifically, 
it condemned Clinton policies which “contradict previous resolutions adopted 
by the Southern Baptist Convention”. The rather amazing implication is that 
Clinton, since he is a Southern Baptist, had some obligation to implement such 
statements as public policy! He is faulted for repealing pro-life policies of the 
two previous administrations, for making abortion pills available in the U.S., 
and for nominating Dr. Joycelyn Elders as Surgeon General who is “an ardent 
advocate of abortion” ([2], p. 95-96). 

Resolution No. 4 affirmed the sacredness of human life, deplored “the 
killing of 1.6 million unban babies each year”, criticized legislative efforts to 
curtail anti-abortion protests, and expressed strong opposition to the Freedom 
of Choice Act, which is referred to the “radical abortion on demand bill”, and 
any effort to include abortion funding in health care reform. 

Christianity Today refused even to consider an article for publication in 
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response to that by Michael Gorman dealing with the silence of Scripture on the 
question of abortion. Gorman’s article was strongly anti-choice. More 
importantly, it raised substantive issues for biblical interpretation and authority 
that merit further discussion. That Christianity Today refused even to examine 
the proposed article indicates its closed posture on the subject of abortion; it 
has decided that abortion is simply incompatible with Christian truth [62]. 
Those women who have had abortions are also portrayed in a highly negative 
light. An article dealing with ‘Why women choose abortion’, reported any 
number of reasons why some have terminated pregnancies, but all were 
portrayed as poor reasons and each woman wishing that she had not done so 
[34]. Nowhere was there an indication of the fact that many women have had 
no serious reservations or regrets at all and have felt profound relief over the 
decision. 

Not all Evangelicals or Baptists agree as to the moral severity of abortion 
or as to how it should be treated through public policy. The Texas Christian 
Life Commission has produced a document entitled ‘Abortion and the Christian 
Life’, which occupies a cautious middle ground in the debate. It adopts the idea 
of “reverence for life” which includes both the most vulnerable (the poor, 
minorities) among us and “every life involved in a crisis pregnancy”. It allows 
for what are often called “therapeutic abortions” which considerations 
regarding the physical and emotional health of the woman, and fetal deformity. 
The pamphlet regards such terminations as “regrettable alternatives” for the 
woman [61]. 

The depth of the debate among Southern Baptists can be noted by the fact 
that the Christian Life Commission of the Convention engaged in a polemic 
against other statements from Southern Baptists [37]. Mitchell of the CLC 
refers to the Texas document as “undefined and permissive” ([37], p. 8). He 
also attacks the statement produced by the Cooperative Baptist Fellowship [24] 
as “painfully politically correct” ([37], p. 9). Mitchell amazingly says that the 
idea of “sanctity of human life” is grounded in the Reformation insight 
regarding sanctification ([37], p. 9). David Hughes, writing for the Cooperative 
Baptist Fellowship (CBF), rightly argues that the terminology of “sanctity of 
human life” is unbiblical, preferring to speak of a “profound respect for human 
life”. He also advocates a “seamless garment” position, saying that being “pro- 
life” requires concern for those in poverty, the family, the rights of women and 
children, racism, tobacco, alcohol and drug abuse, handgun control and the 
environment” (24], p. 1). 

Ray Higgins, former professor at Southwestern Baptist Seminary, Fort 
Worth, and now a pastor in Arkansas, wrote the second article in the CBF 
statement on abortion. It was entitled, “A Profound Respect for Human Life 
Ethic”. Like Hughes, Higgins wants to focus ethical decision making and 
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respect for persons cm real and indisputable people. The CLC approach is to 
focus on “life” as an abstraction which is absolutized and applied primarily if 
not only to fertilized ova and those who are dying. The CBF statement calls for 
more consistency both in definitions of personhood imago dei and in the 
application of the protections and rights that belong to being a person. Higgins 
adopts a posture that recognizes ambiguity and accepts paradox: divine 
sovereignty and human responsibility; both intrinsic value and quality of life; 
respect both the innocent and the guilty. He wants ethics to embrace the moral 
value of the woman not just that of the fetus, and the problems of capital 
punishment and killing in war. Higgins affirms that “life possesses an intrinsic 
value, regardless of its beauty or usefulness, because God gives life and God 
values persons” [24], p.2). 

The battle over the moral and legal dimensions of abortion among Baptists 
is intense behind the scenes. The CLC advocates belligerence toward enemies 
in war; capital punishment and militancy toward those who disagree with their 
ethical positions. All the while it is ardently anti-abortion while claiming to hold 
a sanctity-of-life ethic. It is that inconsistency about which others worry within 
the convention. The hard-hitting defensiveness of the CLC becomes apparent 
in the criticism of the CBF document. The concluding statement is: “As ‘people 
of the Book,’ let us resolve to base our ethical guidelines on scriptural norms 
rather than taking our cue from contemporary moral relativists” [37], p. 10). 
Those are harsh (and fighting) words for fellow Baptists, sign of vehemence 
and defensiveness rather than genuine insight. 

The American Baptist Convention, through its General Board, has adopted 
a modest approach. Recognizing the divisions in its own ranks, it disavows any 
intent to speak on behalf of all constituents. It also refused to propose anything 
like a national policy, insisting it is a matter for local church ministry to women 
facing a crisis pregnancy. The Board affirms agreement at several points. 
Abortion is opposed as a primary means of birth control, and when used 
without regard for the far-reaching consequences of the act. Acts of sexual 
violence are denounced, as is violence and harassment against abortion clinics. 
It urges American Baptists to work to prevent the causes that lead to 
widespread abortion, and encourages them to advocate public policies that 
reflect their particular belief. The statement affirms individual responsibility 
regarding abortion decisions, and encourages women considering abortion to 
seek spiritual counsel [7], 

Little progress can be anticipated toward resolving the strong divisions 
among evangelicals and Baptists on the issue of legalized abortion. Dissension 
within the ranks has grown even more acrimonious in the past two years. 
Patterns in social goals among the politically active range from advocating the 
prohibition of abortion by Constitutional amendment to capitol punishment for 
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women and abortion providers. Ethical perspectives range from liberal pro- 
choice sentiment to adamant anti-abortion radicalism; from clinic escorts to 
clinic protesters to advocates of abortion-provider killers. 

Undergirding those opinions are profound differences of perspective 
regarding the nature of human personhood, the place of women in church and 
society, the meaning of rights and its relation to Christian anthropology, 
toleration of pluralism as a corollary of religious liberty, the relation of God to 
natural processes of conception/gestation, and attitudes toward birth control 
and population growth. With such a diversity of leadership, lack of 
commonality in tradition, and the ability of the abortion debate to generate more 
heat than light, it is not likely that anything like a consensus on this crucial 
issue will be developed anytime soon. 

V. ABORTION PROTESTS AND CLINIC VIOLENCE 

In Volume Three of this series, I suggested that the rhetoric and activities of 
Operation Rescue were a major problem with which the Baptist/Evangelical 
communities needed to address. The problem is one of accountability and how 
to modify the effects of a radical movement which had lost its ability to remain 
civil or accept the pluralism — religious or moral - of American society. Since 
that time, there have been murders of two doctors and of two receptionists who 
worked at abortion clinics - Dr. David Gunn, in February 1993; Dr. Britton, 
cm July 29, 1994; and receptionists. Shannon Lowney and Leanne Nichols. In 
each case, men associated with abortion clinic protests have been charged with 
the murders. There have also been a series of arson and acid attacks on nine 
clinics in four western states. 

Baptists and Evangelicals have been put on the defensive to explain the 
degree of moral responsibility that might be borne by those who supported the 
demonstrations but are now embarrassed by the killings [26], The vehement 
rhetoric used by radical anti-abortionists has undoubtedly contributed to the 
climate of anger and hysteria that has encouraged violent actions on the part of 
certain activists. Are only those who pull the trigger to blame, or is some guilt 
also to be attached to those who seemed to encourage or approve such actions? 

Philosophers who championed personal liberties and the right to dissent 
have struggled with the relation of free expression of opinion to the actions that 
might be based on such opinions or rhetoric. John Stuart Mill, for instance, 
argued strongly for the right to dissent and the freedoms of opinion and speech 
[36]. But what, he asked, of freedom of action based on opinion? Again, he 
said, persons should be free to carry out actions without hindrance, as long as 
it is at their own risk and peril. This proviso is indispensable, and has direct 
relevance to the current debate regarding free thought, free speech, and moral 
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responsibility concerning clinic violence. “No one pretends”, said Mill, “that 
actions should be as free as opinions. . . Opinions lose their immunity when the 
circumstances in which they are expressed are such as to constitute by their 
expression a positive instigation to some mischievous act”. 

The example he used was that of a speaker yelling “com dealers are 
starvers of the poor” or “private property is robbeiy”. Such speech, he said, 
ought to be “unmolested unless delivered to an excited mob assembled before 
the house of a com dealer, or when handed about in the same mob in form of 
a placard”. When that happens, harm may come to the com dealer. If so, he 
argued, acts of whatever kind which do harm to others without justifiable cause 
may be controlled by active interference. His point is that the speaker is morally 
culpable since the rhetoric incited the violence. The demagogic speaker 
participates in the actions of the violent. 

Pro-choice Baptists and Evangelicals have not missed the point in the 
current debate. In many ways, those who pulled the triggers were simply acting 
out the logic of the anti-abortion rhetoric. Truly to believe that “babies are 
being killed” or that “doctors are murderers” and to identify their actions with 
those of Naziism, seems ipso facto to require an action to stop the murders. 

Following the murder of Dr. David Gunn, the Southern Baptist Convention 
passed a resolution supporting “freedom of speech rights, especially as a means 
of responsible, non-violent protest at abortion clinics” [2]. Nothing was said to 
condemn the killing. 

A year and a half later and partly in response to the July 29, 1 994, murder 
of Dr. John Britton and his bodyguard at an abortion clinic in Pensacola, 
Florida, the Christian Life Commission (SBC) released a statement entitled 
‘The Struggle Against Abortion: Why the Use of Lethal Force Is not Morally 
Justified’ [19], Several Southern Baptist leaders joined efforts in composing the 
document. The aim was to refute the argument being made by Paul Hill, a 
former Presbyterian minister, who fired the fatal shots. His defense statement 
at his trial tried to argue on theological grounds that he was engaged in saving 
human life. To the contraiy, the statement said, “We contend that the killing of 
abortion doctors is not a morally justifiable or permissible Christian response 
to abortion”. It added that, “we completely reject such conduct and call upon all 
Christian people to join us in this rejection”. 

The SBC statement also denounced other incidents of violence around 
abortion clinic such as arson, bombings, and vandalism. Richard Land, Director 
of the SBC agency, explained that the violence was not only to be denounced, 
but refuted. He believed, however, that such acts show that the views of the 
perpetrators are not oily idiosyncratic but reflect the beliefs of a small number 
of American Christians who strongly oppose abortion. 

The document addresses questions of Christian citizenship, biblical views 
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of murder and the sacredness of life; the legitimacy of government; the role of 
conscience, and civil disobedience. The most significant portions of the 
pamphlet are its arguments against abortion protest violence. 

First, such killings are not acts of defending the innocent from harm. 

According to both civil and divine moral law, lethal force can only be justified as an unintended 
effect of the act of defending oneself or another against an assailant’s unjust attack. . . We 
believe, further, that the killing of an abortion doctor in actuality does not constitute a meaningful 
defense of unborn life. This is the case because an abortion doctor is only one of the participants 
in the act of elective abortion, and not the most important one. It is the woman seeking an 
abortion who drives the process. The killing of an abortion doctor does nothing in itself to 
diminish a woman’s demand for an abortion. 

Second, such killings are not “justifiable as a form of capital punishment... 
[since] whatever right there may be to execute a criminal is reserved exclusively 
to governing authorities”. 

Third, killing doctors is not “an act of violent civil disobedience made 
necessary by the gravity of the moral evil of abortion on demand [since] no act 
of lethal force can be properly ascribed to the rubric of civil disobedience”. 

A fourth point was that governments that allow legalized abortion have not 
lost their legitimacy, which would allow private citizens the freedom to resist 
by any means necessary. 

Fifth, private citizens have no “right to circumvent the processes of 
democratic government by using deadly force where the law sanctions [sic!] 
abortion on demand. Christians have both a responsibility to obey the moral 
law and to obey the legitimate authority of government” [19]. 

The committee embraced the idea that civil disobedience is made morally 
necessary only when governments compel obedience to an unjust law. The 
statement still held that “legalized abortion on demand is the single gravest 
failure of American democracy in our generation. But ... it is a failure of 
legitimate democracy rather than . . .the imposition or decree of an illegitimate 
regime”. 

The CLC thus sided with the anti-compulsionists instead of the anti- 
promulgationists on the issue of civil disobedience. (Anti-compulsionists argue 
that civil disobedience is justified against unjust or immoral laws which are 
imposed upon citizens by the coercive power of government; the anti- 
promulgationists argue that civil disobedience is required against any 
government that allows or tolerates an unjust or immoral law) ([54], p. 266; 
[58]). 

The statement reiterates the Commission’s strong anti-abortion posture: 
“. . .we are compelled to consider elective abortion the killing of a human 
being” [19]. “Each human life bears a divinely granted sacredness” ([19], p.8). 
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it says, and “the overwhelming majority of abortions represents a morally 
unjustifiable form of killing” ([19], p. 1 1). Moral responsibility for the killing 
of unborn babies, is borne by “each participant in this act. . ., including the 
government of the United States. . “. ([19], p. 1 1). 

The problem is thus construed in terms of “legalization of abortion on 
demand”. The solution thus seems to be regarded as primarily political, rather 
than moral. The shift in emphasis would be consistent with the move to form 
an alliance with the National Council of Catholic Bishops, a primary objective 
being to pass a human life amendment banning abortion cm demand. 

The document also reflects the difficulty involved in maintaining the 
rhetoric of the right-to-life of the unborn while not giving moral legitimacy to 
the killing of those who perform abortions. Without saying so, the committee 
used the categories of just-war theory in dealing with the issue of civil 
disobedience, but draws short of the implications regarding responses to 
unjustifiable killing. The same theory that justifies killing on behalf of one’s 
government against an unjust perpetrator of evil, provides justification for 
rebellion against one’s own government, if it is the one engaged in the evil 
killings. The theory of just rebellion is rooted in the theory of justifiable war, 
as both the efforts against Hitler by Christians like Bonhoeffer and the 
American revolution against England showed [30]. If, in fact, Americans are 
killing cme and one-half million babies each year, just war theory would lend 
legitimacy to the moral argument that those doing the killing are mass 
murderers who should be stopped. 

This problem lies at the heart of the right-to-life movement. That some 
take it to its logical conclusion is entirely predictable. Anti-abortion 
evangelicals like Paul Hill adopt this logic. Others find it difficult not to 
equivocate when condemning the murder of doctors. As Richard Land, Director 
of the Christian Life Commission of the Southern Baptist Convention, put it 
earlier when asked about the murder of Dr. David Gunn: “to shoot and kill a 
human being in the name of saving human life is grotesque”. But at a 
conference in Nashville the week before, he had raised the Nazi specter in 
condemning “our killing 1.6 million children every year”. He got screaming, 
angry cheers from 500 conferees! 

That some are struggling with a moral rationale that condemns abortion 
without legitimating killing those who do abortions is a sign of some insight 
into the paradox at the heart of the movement. They recognize that the unborn 
are not actually equal in stature as persons with a woman either morally or 
religiously, but they are so adamantly opposed to abortion that hyperbole is 
employed to elevate the protections they believe should be accorded the unborn. 
Further, it is abortion on demand that is anathema; most would want abortion 
legal for certain (limited) therapeutic reasons. 
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Another problem at the heart of the statement regards naming the one to 
whom acts of resistance should be directed. The “abortion doctor” is not the 
problem, it says, since the doctor is not the most important participant in the act 
of abortion. “It is the woman seeking an abortion who drives the process”. The 
inference might fairly be drawn that such actions should be directed against the 
pregnant woman. Even those legislators who have attempted to ban abortion by 
law have drawn back from suggesting sanctions against women. The CLC 
statement seems less reluctant. It is a another reminder of the anti-woman bias 
that infects the anti -choice movement. 

A further concern is that the statement seems to have been motivated more 
by a concern with the negative impact of the violence on support for the anti- 
abortion movement than cm the moral reprehensibility of the violence itself. As 
Richard Land put it, “in drafting the statement, we were far more concerned 
about the people who were going to be driven away by the violence. For every 
cme person attracted by the violence, ten people are being driven away by their 
revulsion at the violence” ([50], p. 888). The “condemnation of violence” was 
in the context of comments concerning civil disobedience as acts of resistance 
to a perceived moral evil (abortion); it was not targeting violence as such. 

The absolutist rhetoric of the Baptist/Evangelical anti-abortion movement 
could be taken as incitement to such harsh actions. The denunciation of those 
actions was probably both overdue and understated. No such statement 
followed either the murder of Dr. Gunn or that of Dr. Britton, and violence has 
been aimed at abortion clinics for the past 15 years — -again with no word of 
condemnation from this largest of all Protestant bodies and one of the most 
active in the anti-abortion camp. Prior to this statement, the comments 
denouncing such violence have been equivocal at best. 

The concern with image and association with clinic murders seems also to 
have motivated lawyers with Pat Robertson’s ACLJ to attempt to withdraw 
from a case defending Paul Hill against charges related to his loud protests at 
the Ladies Center in Pensacola. The ACLJ lawyers’ reason was that they did 
not “want to be tied into this thing in a wrong way”. Ironically, one of the 
attorneys, Michael Hirsh, had submitted an article for Pat Robertson’s Regent 
University’s law journal arguing that the slaying of abortion doctors is 
justifiable homicide. A copy of the article was obtained by The Virginia-Pilot, 
a local newspaper, after it had been pulled ([45], p. 15). 

Some Baptists and evangelicals have called for an unequivocal 
condemnation of the clinic murders. Some are active in the pro-choice 
movement and thus believe elective abortion is in no way to be compared to the 
moral gravity of murder. Others simply believe such killings merit condemna- 
tion without qualification [48]. 

Baptist state papers have been carrying the story of Michael Griffin’s 
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“conversion” regarding the issue of violence. The man who killed Dr. David 
Gunn now believes that violence is not appropriate as a way to oppose abortion. 
Killing abortion doctors is not justifiable homicide, he now says ([67], p. 7). 

The CLC statement also reveals the influence of a small number of leaders 
whose anti-abortion stance is part of a “seamless garment” argument against 
violence in any form including war and capital punishment. These people hold 
a more consistent sanctity-of-life approach. They are as opposed to killing in 
war and capital punishment as they are to abortion. Sojourners magazine and 
Evangelicals for Social Action (ESA), are two groups who make such religious 
and moral arguments for non-violence. They constitute a minority voice within 
the SBC but are more prominent in the American Baptist Convention, where it 
is championed by such influential voices as Tony Campolo. 

The evangelical tie to clinic violence is ambiguous. Certain extremists are 
deeply involved in joining forces with right-wing militia groups for concerted 
action against abortion doctors. In a video tape (which I have seen) of the May 
meeting of the US. Taxpayers Party, Rev. Matthew Trewhella of Missionaries 
to the Prebom urged churches to “teach their congregations to fight” ([45], p. 
14). He bragged about having taught his 16 month-old boy to identify his 
“trigger finger”, and said parents should train their children to put weapons 
together blindfolded. Randall Terry, founder of Operation Rescue, promised to 
form a new leadership institute that would “raise up a cadre of people who are 
militant, who are fierce, who are unmerciful, unmerciful to the deeds of 
darkness, unmerciful to the ideologies of hell”. He later insisted that he had not 
called for violence. Other speakers did. Taxpayers Party official Jeffrey A. 
Baker said “Abortionists should be put to death. They are murderers”. The 
Taxpayers Party is founded by ultra-conservative activist, Howard Phillips, and 
claims affiliates in 3 1 states. Among its supporters are R. J. Rushdoony of 
Christian Reconstructionism, who advocates the death penalty for women who 
obtain abortions, and George Grant, former aide to D. James Kennedy ([45], 
P 14; [54], p. 246). 

‘ Advocates for Life’ is an evangelical group that believes the murder of 
abortion doctors is morally supportable and even biblically mandated. They 
hold an extremely qualified sanctity-of-life doctrine (eqSLP) in that fetuses are 
to be protected but the “guilty” may be killed as a moral mandate either by 
government authorities or private citizens. In a communique to the primary 
author of the CLC document. Dr. David Gushee of the Southern Baptist 
Theological Seminary, Louisville, KY., Advocates maintained (without 
documentation) that “nearly half of those involved in pro-life activism do not 
condemn the use of force to save a baby’s life” ([1], p. 1). Anything less, the 
paper argued, amounts to “agreeing with the abortion industry that unborn 
children do not deserve the kind of protection that we allow for the bom against 
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an unjust aggressor... even a bom serial killer who is about to take their lives” 
([I], at 1.3). Condemning the aggression is “a tremendous victory for the 
abortion industry. . ., [making] abortion less an act of murder and more a 
distasteful social issue”. The authors (of the CLC statement) are accused of not 
being quite in contact with reality. They speak of “human life” in some vague 
intellectual realm, but have no understanding that “real people are being cut 
into pieces, burned with saline, pithed (sic!) like a frog, and murdered in other 
unspeakable ways”. 

The author says that the unborn are people from the moment of conception. 
They have the same standing as any person before God (and should have before 
the law). The gravity of what legalized abortion does to them can only be 
grasped if terms like “blacks” or “Jews” are substituted for “the unborn”. 

The aim, says the document, is to “bring man’s law into greater conformity 
with God’s law. . . .Christians ought to advocate capitol punishment as a 
consequence for those who engage in abortion, both the doctor or technician 
providing the service and the woman who acquires the service aimed at 
murdering her child” ([1], at 2. 10). Abortion is viewed “as a form of murder 
that is not unlike ‘contract’ killing by a third party. Because there may be many 
parties involved in the decision to kill, does not preclude a justification for 
stopping the actual contract killer in order to protect his intended victim” ([1], 
at 3.9). 

The extremism of the writer is further found in the rejection of majority 
rule in America. For the ‘Advocates’, even if legalized abortion were by 
majority rule, they still know “it would ... be a grave violation against God’s 
Law” ([1], at 4.16). Such Gnosticism is a fundamental problem of the anti- 
abortion movement and betrays the arrogance at the heart of the ideology. 

The CLC document fails the test of logical scrutiny, as the ‘Advocates’ 
paper shows. The CLC wants to hold onto the notion of “justifiable killing” 
both in war and in capital punishment. It wants only to draw the line with the 
exercise of legitimate authority: private citizens may not rebel against 
constituted authority. That is well and good where anti-abortionists and other 
radical social reformists are concerned, but it also rules out the moral legitimacy 
of martyrs like Dietrich Bonhoeffer, Oscar Romero, and others. 

The major problem with both the CLC document and that of the 
‘Advocates’ is in the major premise, which is fundamentally faulty: a conceptus 
is simply not a person by any ordinary meaning of that term. To equate a 
fertilized egg with a woman as a person created imago Dei is illogical, immoral 
and unbiblical ([53], p. 171). The resistance of the movement to correction 
reveals the belligerant intransigence and radical eccentricity of an ideological 
position that does not yield either to logic, biblical authority, or community 
consensus. It stands alone as arbiter of what is right and with direct access to 




BAPTIST-EVANGELICAL MEDICAL ETHICS 



239 



the mind of God and thus ultimate truth. 

VI. GENETIC ENGINEERING: 

THE HUMAN GENOME PROJECT 

Ben Mitchell, of the Christian Life Commission, SBC, has expressed a 
qualified support for the Human Genome Project, saying that “the HGP’s 
accomplishments are already very promising” ([38], p. 4). Markers have been 
found for dread diseases like cystic fibrosis, amyotrophic lateral sclerosis, 
Huntington’s chorea, neurofibromatosis, retinoblastoma, certain leukemias, 
diabetes and Wilm’s tumor, which seem to promise the advent of new 
approaches to treatment and cures. Scientists should be encouraged and 
applauded for their war against genetic illnesses. 

While negative genetics is praised, the document cautions that “we must 
be careful not to violate the sanctity of human life” ([38], p. 8). The fear is that 
eugenics concerns like those in Nazi Germany might surface again with 
proposals for sterilization, abortion or infanticide to prevent birth defects or 
eliminate the genetically damaged. 

The theological issues of creation and stewardship are considered as a 
framework for dealing with Christian perspectives. “All human life has been 
invested by God with sacredness and has intrinsic value”, making the human 
genome not only biologically but meta-physically unique. Certain ways of 
treating the most basic building blocks of human life are unethical. “Disease is 
ultimately the result of the corruption of the world through sin...” [10]. Like all 
medicine, the genome project is an exercise in “playing God”. He warns against 
seeing science as a medical Messiah able to deliver humanity from all diseases 
and limitations, and rightly cautions that the human predicament cannot be 
reduced to “bad genes” ([38], p. 10). 

The moral issues of abortion and sex selection undergird the reservations 
about genetic studies. No technology should be condoned or supported that 
encourage abortion, except to save the life of the mother, even if the mother 
(couple) knows the fetus has devastating deformities ([38], p. 14). Compassion 
and guidance for living with the tragedy should be given but never should the 
option of abortion be considered moral. Further, genetic screening for sex- 
selection purposes is regarded as “an affront to the sanctity of all human life 
and ... a grotesque form of gender discrimination” ([38], p. 15). The CLC 
argues that all genetic screening for genetic diseases for which there are no 
treatments should be prohibited ([38], p. 16). 
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Vn. EXPERIMENTATION AND INFORMED CONSENT 

The Clinton Administration’s decision to provide federal funding for scientific 
research cm human embryos brought a flurry of protests from right-to-life 
Baptists and Evangelicals. They fear a bleak future for the dignity of human life 
if such experimentation proceeds. The director of research for the National 
Right to life Educational Trust Fund called such research “irresponsible 
manipulation and destruction of human life [ignoring] the unique character of 
each human being” ([17], p. 38). Similar criticisms were raised by Judie Brown 
of the American Life League, Baptists for Life, and David Stevens, director of 
Christian Medical and Dental Society. They also faulted the makeup of the 
panel that made the recommendation to the president, saying it was “stacked” 
with people who had previously received NIH grants and stood to gain from 
federal funding. 

What is neglected in such statements is the enormous advances in medical 
therapy which seem promised from embryo research. Countless numbers of 
people stand to gain from improved treatments for birth defects and genetic 
disorders. To say the “uniqueness” of each is being ignored is hardly true -- it 
is precisely the “uniqueness” that is often the problem - this particular embryo 
may be destined for an early death. 

One type of embryo research is called Blastomere Analysis Before 
Implantation, pioneered by Dr. Mark Hughes, who is now with NIH. The 
procedure takes a pre-embryo (fertilized ovum produced by IVF) at the 8-cell 
stage, removes a single cell, and analyzes it for lethal genetic features. 
Hundreds of lethal factors can now be found by this method, which leaves a 
decision for the physicians and couple who wants to become pregnant. Should 
all pre-embryos be returned to the uterus for possible implantation, or only 
those found to be free of any lethal defects? 

One couple had four pregnancies involving two miscarriages and two 
births. All were afflicted with Lesch-Nyhan. The fifth pregnancy was assisted 
by in-vitro fertilization. By using the BABI procedure, they were able to select 
only those pre-embryos that were free from the defect for implantation. They 
became the blessed parents of a healthy boy. 

The “research” envisioned goes beyond such “selectivity” procedures, of 
course. Research may be done up to 14 days after fertilization and involves only 
those fertilized ova created outside the human body, that is, in a petri dish. 
Sane research involves studying the development of the neural stem and what 
factors cause the spine not to close during gestation leaving the child with spina 
bifida. One promise of such research is that it will lead to a reduction of the 
number and causes of abortion, since fetal deformity is now one of the reasons 
women resort to pregnancy termination. 
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The anti-abortion lobby discounts such findings focusing as it does only 
on the “sacredness” of every person - even those in a petri-dish! That lobby 
has a credibility problem since so many of its statements and objections are ill- 
or mis-informed. Many letters were received from “pro-life” Evangelicals 
complaining about “fetal tissue transplants”, some of which accused 
researchers of sucking brain tissue from live fetuses. The embryo research does 
not even cover such tissue transplant issues, since no fetuses are involved. 
There is a high level of public ignorance as to just what such research involves, 
thus making well-meaning people vulnerable to demagogues who are 
ideologically opposed to any form of embryo research, or who make 
problematic connections to the abortion debate. 

The 1993 SBC resolution No. 4 was aimed at this research and declared 
that messengers were “morally opposed to the use of electively aborted fetal 
tissue in all experiments . . .and urge President Clinton to reconsider his 
decision to advance such reprehensible research” ([2], p. 100). Ben Mitchell of 
the CLC regards the notion of a “pre-embiyo” as the politicization of science 
rather than biological fact ([39], p. 3). Actually, some term is needed to 
distinguish the entity at issue. It is hardly the same as an implanted embryo, 
since it is not attached to uterus of the woman. Even so, he regards pre-embryos 
as “human beings in a dynamic process of growth. They are not ‘potential’ 
human beings, they are human beings in process of growing and developing” 
([39], p. 4). He argues problematically if not absurdly that “Mary’s embryo was 
as much the incarnate Christ as the adult man who hung on Calvary’s cross and 
who arose from that borrowed tomb”. He does not bother to explain how the 
God who is spirit shared chromosomes with Mary, thus producing a male 
offspring who was “both God and man”. He decries President Clinton’s lifting 
the ban on “federally funded fetal tissue experimentation using tissues from 
induced abortions” ([39] p. 8), confusing embryo research with fetal tissue 
research. He mentions the Nazi experiments on persons as parallel to that done 
on embryos, as does Cal Thomas, syndicated columnist for the religious right 
[63]. Finally, Mitchell quotes Elie Wiesel, “Human beings were not human in 
their eyes” ([39], p. 14), in a misuse of his statement, since the equation of 
embryos with persons is insulting to the Jewish faith community. 

More recently, the director of the CLC, addressed concerns regarding the 
patenting of new life forms. Richard Land declared his opposition to patenting 
of human genes and genetically engineered animals. He regards the patenting 
of human and animal genes “a particularly egregious abuse of genetic 
technology”. He argues that “animals and humans are pre-owned beings. We 
belong to the Creator God... [But] patents ...represent the usurpation of the 
ownership rights of the Sovereign of the universe”. He went on to say that 
“transgenic experimentation — introducing animal genetic material into human 
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genetic material - devalues human life and, in our view, represents a form of 
genetic bestiality”. He feels that “[p]atenting human life ‘commodities’ human 
beings, body parts, tissues, and gene sequences. ...[It is] a form of genetic 
slavery. ...[and] that the U.S. Patent Office would grant such applications is 
absolutely chilling” [29]. 

Such statements are terribly tardy at best, grandstanding at worst. A 1988 
OTA Report Brief on ‘Patenting Life’ listed nine applications that were then 
under consideration. Jeremy Rifkin, who brought religious leaders, including 
Land, together to fashion a negative pronouncement, is something of a thom-in- 
the-flesh to the research community. This is at least his third attempt to get 
religious leaders to support a petition to the government to declare a 
“moratorium” on giving patents until the nation can have “a thorough 
discussion of the issues”. Too many religious leaders have been duped by such 
strategies or stumbled into such statements out of their adamant opposition to 
abortion. The issues are much too important, however, and the suffering by 
individuals far too extensive, to be dealt with in such hasty and hostile manner. 

VIII. EUTHANASIA AND SUICIDE 

The issue of physician-assisted suicide continues to interest and fascinate the 
American public. The work of Dr. Jack Kevorkian continues to draw media 
attention; he now (early 1996) has assisted at least 26 people, but failed to have 
the Supreme Court rule that Michigan’s law against physician assisted suicide 
was unconstitutional. The debate continues. Oregon’s voters have approved a 
‘Death with Dignity’ statute that would allow physician to prescribe lethal 
doses of drugs. It is on hold for hearings by Federal Courts. Polls continue to 
show that a majority of voters would support such measures, but opposition is 
strong from conservative, ;. e., Baptist/Evangelical political action groups. 

The 1992 Southern Baptist Convention meeting in Indianapolis passed a 
resolution condemning euthanasia and assisted suicide [2]. Without mentioning 
Dr. Kevorkian, the statement regards such actions as the result of a growing 
“quality of life” ethic (as opposed to a “sanctity-of-life ethic). Baptists affirm 
“the biblical prohibition”, it said, against the taking of innocent human life by 
another person, or oneself, through euthanasia or assisted suicide [2], The 
resolution supports better pain management and affirms that dying patients 
should be kept comfortable. It did not deal with the challenge that conflict 
between the goals of “providing comfort” and “not hastening death” often 
poses for physicians. 

A Christian Life Commission (SBC) pamphlet also calls upon 
governments at all levels to prosecute physicians or others who practice 
euthanasia or assist patients to commit suicide ([3 1], p. 17). Active euthanasia. 
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suicide, and doctor-assisted suicide are to be opposed, says the document, 
because “they are direct, intentional acts of killing” ([31], p. 5; [40], p. 6). It 
grants that suicide not “the unpardonable sin”, but says the Bible nowhere 
condones or speaks approvingly of it. Suicide is not a biblical option”, it says 
([40], p. 6). Actually, there are six suicides mentioned in Scripture. No moral 
comment is given on any one of them. Even in Judas’ case, the sin was not the 
suicide but die betrayal of Jesus. 

The CLC pamphlet argues from two premises. First, human suffering and 
death are regarded as the consequence of the Fall. Thus, “this is not the best of 
all possible worlds” — pain and suffering are troublesome but bearable realities 
— “sin has brought with it disease and death” from the Fall ([38], p. 10). 
Second, killing or assisted dying is forbidden on the principle of the sanctity of 
life. The pamphlet righdy argues that “to sanctify” means to “set apart” as 
special. It more problematically continues by saying that because “God has set 
human life apart above all other life, we refer to the sanctify or sacredness of 
human life” ([40], p. 4). There is considerable difference in being “sanctified” 
and being “sacred”, but the distinctions would be troublesome for the point they 
want to make. Various meanings of “the sanctity-of-human-life” can be found 
in CLC materials. Most come closer to biological definitions associated with 
the “right-to-life” movement. 

Philosopher Helga Kuhse defines sanctity as referring to the infinite value 
of every fraction of human life (in a biological or clinical sense) ([28], p. 23). 
Even so, CLC statements reflect at best a qualified sanctity-of-life principle 
(qSLP) since passive euthanasia is accepted. It is morally and biblically 
permissible to refrain from preventing death, that is, for patients to refuse or 
withdraw medical treatment when death is imminent. The moral issue at stake 
is the distinction between intentional killing and allowing to die. Such actions 
are not categorized as mercy killing. The withdrawal of food and water are 
opposed, however, because it results in starvation and/or dehydration. 
Nutrition/hydration should be regarded as compassionate care. Ironically, the 
position is nonetheless logically inconsistent, since it ultimately invokes 
quality-of-life considerations ([28], p. 24). 

The CLC document accuses euthanasia advocates of reducing the concept 
of the image of God to the secular notion of personhood! ([3 1], p. 12). The 
issue, then, is not whether one is a person but whether human beings are created 
imago Dei. The abstraction with which such writers is working is an amazing 
bit of slippery rhetoric. 

The “quality of life” ethic is to be opposed, the pamphlet argues, which 
“grants a decision-maker the right to determine the value of another’s life and 
to kill individuals whose lives do not have enough ‘value’” ([31], p.7). The 
euthanasia philosophy may be used “to justify killing the old, the weak, the 
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mentally handicapped and the unwanted” ([31], p. 8). It says it recognizes that 
there are real-life, heart-tugging examples of needless human suffering, but 
argues that these are publicized by “euthanasia activists” in an effort “to 
frighten or scare us away from facing death” ([31, p.9). There are finally no 
situations in which medical science does not have adequate pain -control 
medication ([22], p. 42). 

Douglas Heimburger, M.D., writing for Journal of Biblical Ethics in 
Medicine, argues that PAD (physician assisted death) is evidence that Western 
society has made “a normative choice” to reject the concept of “objective 
universal truth”. Life is viewed as a commodity over which people have 
decisional control. This “absolutization of autonomy” tends to eclipse moral 
reasoning”. If God does not exist, everything is permitted ([22], p. 42). Other 
arguments include the idea that “killing” distorts the healing relationship, that 
patient trust in the physician is eroded, and that it would result in patients being 
terminated even without their request ([22], p. 45-46]. 

Kuhse’s point about the “consequentialism” involved in sanctity-of-life 
arguments against assisted dying are pointedly illustrated in Heimburger’ s 
article. The points regarding trust and the nature of the physician-patient 
relationship can also be used to support the ethical nature of physician-assisted 
suicide and/or euthanasia. What is at issue is the nature of the covenant between 
physician and patient: are physicians only to “keep alive” when all possibilities 
of return to sentient existence are gone? Is there a right to “preserve life” no 
matter the circumstance or debility that overrides the patient’s interests and/or 
the (loving) family’s prerogatives of specifying whether “treatment” should be 
continued? The case ofNancy Cruzan surely illustrated the tyranny of the state 
that sets aside family interests in the name of governmental power over the 
“life” of an unwitting and unwilling citizen. 

Dr. Jack Kevorkian may well be a symbol of a new paradigm for medicine 
— one that is built upon a far more complex and caring covenant between 
physician and patient than the simplistic ethic of “do no harm” as if that also 
means “always keep alive”. The critical issue is the fact that medical technology 
is mere capable of keeping alive than of curing those who are overwhelmed by 
incurable illness. The fact that a majority of Americans support something like 
a “death with dignity” law has an ethical significance that cannot simply be 
explained away as bad morals. In many ways, the application of medical 
technology has been without humane or personal constraints. Many fear being 
maintained as was Karen Quinlan or Nancy Cruzan. The new paradigm also 
recognizes that there are things worse than death. Death may be an enemy but 
it is not always an enemy and it is never an absolute or ultimate enemy. Still 
a further factor is the belief that physicians who act out of mercy and in concert 
with good faith relationships with their patient who desires a quicker, less 
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painful death, should not be subject to criminal prosecution [55], 

At stake in the debate are theological attitudes toward death and questions 
regarding the stewardship of life as a gift from God. The nature of the patient- 
physician covenant is also of interest That trust is not to be violated by medical 
care-givers is a moral given; but the nature of that trust is less clear. Many 
insist that trust also involves the physician’s responsibility to see that the 
patient does not wind up in that zone between life and death — a type of 
suspended animation. In that purgatory, one cannot be declared clinically dead, 
but neither can one be regarded as personally alive. 

Economic costs are not the primary consideration. The worth of persons 
should not be reduced to a matter of simple utilitarian calculus ([3 1], p. 9). The 
story of the Good Samaritan has enlivened Christian support for charitable care 
and served as a reminder of human vulnerability in time of illness or distress. 
Even so, the economic question cannot be avoided. No system can claim to be 
moral that simply measures out medical care for those who can pay; neither can 
it be moral to bankrupt a medical system by using expensive, exotic but finally 
futile procedures to prolong a “life” that has no promise of return to health. 

IX. CARE OF SEVERELY HANDICAPPED NEWBORNS 

For Baptists and Evangelicals the notion of “the sanctity of innocent human 
life” is dramatically illustrated in the care and support owed severely 
handicapped newborns. The mystique of motherhood and childhood are 
strongly associated with family values. The moral rule against killing is almost 
absolutely applied to infanticide. 

The ‘Baby Doe’ case, in which an infant bom with a correctable but lethal 
congenital defect was allowed to die in Indianapolis, is a major reference point 
for a pamphlet by the Christian Life Commission, SBC ([3 1], p. 3). The writer 
is alarmed by what he regards as “a common practice to allow mentally or 
severely physically defective newborns to die in hospital neonatal care units”. 
It is that perception that energized the Right-to-Life movement in support of 
aggressive treatment of neonates — even those bom dying. 

The pamphlet explains that the trustees of the CLC directed staff to oppose 
infanticide ([31], p. 16). That statement reveals the way in which power is 
being wielded to shape perspectives and arguments among Southern Baptists. 
The members of the staff who are supposedly trained in ethics are not at liberty 
to express personal views should they happen to differ from those of the trustee 
mandate. Infanticide in any form or for any reason is thus opposed as a category 
of euthanasia. Thus, making decisions about the timing of death is not an option 
for Christians according to the CLC. It recognizes that in the face of suffering 
and pain, it is a natural response to desire relief through death. But it is never 
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a Christian prerogative either take our own life or that of a loved one. 

A critical issue regarding infanticide in the near future will be that of using 
anencephalics as donors of vital organs. Pressure for harvesting such organs is 
being felt from the large number of infants whose life could be saved if infant 
organs were available; the large number (1,000 to 2,000) of anencephalics bom 
each year, most of whose organs cannot be used since they deteriorate during 
the time the infants are maintained, and the widespread publicity given cases in 
which parents would like to donate such organs but have been thwarted by legal 
procedures. 

A recent case from Trenton, NJ, involved Anthony and Michele Pacelli, 
who wanted to donate the organs of their newborn anencephalic son. Surgical 
teams from St. Louis, Pittsburgh, and Philadelphia were en route to Trenton to 
recover the organs for transfer to their respective patients. At the last minute, 
the NJ medical examiner’s office denied permission. Since the cause of death 
was not clear, an autopsy would be required, thus ruining the organs for 
transplant. The infant had been on a respirator when he expired from SIDS. 
The Pacelli’s had reasoned that their child had no chance to survive, but “if 
some good could come out it, that would be great. A part of our son would live 
on . 



X. WITHOLDING, WITHDRAWING TREATMENT 

Withholding or withdrawing treatment from a dying patient is morally 
acceptable to Baptists and Evangelicals. A strong theology of the afterlife and 
the fact that death is inevitable and imminent provide support for this approach. 
The distinction between “allowing to die” and intentionally or willfully killing 
the patient is vitally important [27]. 

The Supreme Court’s Cruzan decision creates considerable difficulty for 
the posture regarding “withdrawal” of treatment. Included in the Court’s list of 
treatments that might be withdrawn are nutrition and hydration through 
gastrostomy tubes. Trustees of the CLC directed staff to “discourage any 
designation of food and/or water as ‘extraordinary’ medical care for some 
patients” ([3 1], p. 16), following the 1992 SBC resolution from its meeting in 
Indianapolis, which opposed efforts to designate food and water as 
“extraordinary treatment”, and urged they be viewed as compassionate and 
ordinary care. The term “extraordinary” is problematic, of course, but is still 
used in common parlance. The Trustees’dictum leaves the CLC unable or 
perhaps unwilling to provide precise guidance to Southern Baptists about their 
options regarding refusal of treatments. 

The same problem emerges in the guidance it provides regarding Living 
Wills and Advance Directives. Without comment or giving the supporting 
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reasons, the CLC says it supports living wills in most cases ([31], p. 18, n.6). 
And the pamphlet on Living Wills never mentions fact that the Patient Self- 
Determination Act specifically includes the right to refuse nutrition/hydration. 
The Supreme Court decision had declared that invasive techniques for 
providing food and water belong to the larger category of invasive treatments 
that may be refused. All this information is withheld from the reader of the 
pamphlet, even though it was published in May, 1994, nearly three years after 
the implementation of the Patient Self-Determination Act. 

XI. HEALTHCARE 

The election of Bill Clinton as president seemed to augur well for health care 
reform. Evangelical Surgeon General C. Everett Koop had called the system 
“broken” and “in need of radical surgery” to correct its flaws both economic 
and moral. What happened on the way to reform was largely a matter of 
opposition from political action groups. Some of these were evangelical. The 
Christian Coalition, headed by Ralph Reed and Pat Robertson, spent $1.4 
million to defeat the Clinton plan. Among other things, it opposed coverage for 
substance-abuse treatment and mental health care, believing “churchgoing 
families are less prone to use such services”. Ron Sider, president of 
Evangelicals for Social Action, rightly called Reed’s comments “wrongheaded, 
callous, and lacking in compassion”. The abortion debate also figured 
prominently. Most efforts against the reform plan were targeted the inclusion 
of federal funds to pay for abortions for women in the military ([25], p.40). 

Evangelical David Schiedermayer, M.D., considered the question, “How 
should Christ’s mandate that we care for ‘the least of these’ guide our national 
debate on health-care reform?” He thoughtfully noted the threat under which all 
Americans live where the economic realities of health care are considered. 
“Everyone is vulnerable”, he said, “many of us are one serious illness away 
from our own personal health-care crisis”. He then suggested five guidelines for 
reform: 1) provide health care regardless of ability to pay; 2) improve the 
personal dimensions of doctor-patient relationships; 3) emphasize prevention; 
4) prioritize carefully by not rewarding the use of technology, but the care of 
patients; and 5) share burdens in paying for reform. He also called for 
legislators to set politics aside and deal fairly and honestly with the problems 
in order to achieve a more equitable system ([5 1], pp. 16, 17). Unfortunately, 
the reform movement fell victim to the very economic and political temptations 
to self-aggrandizement that he was criticizing. 

Southern Baptist concerns about abortion and euthanasia tend to dominate 
and determine their direction of thought about any biomedical issue. Health care 
reform has gotten relatively little attention as such from the agencies most 
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appropriate to give guidance. Two other factors also influence the neglect of 
this important concern. One is the official antipathy to Bill Clinton as President 
(because he is pro-choice); the other is their ideological commitment to 
capitalism. Clinton’s being a Southern Baptist is an embarassment to the 
fundamentalist/evangelical leadership of the SBC (but Clinton, Carter and Gore 
are all openly appreciated by the Cooperative Baptist Fellowship and the 
Alliance of Baptists). In “open letters” and letter writing campaigns Clinton’s 
policies are attacked with vehemence as if they had no redeeming value. The 
fact that the Clinton Administration promoted health care reform was a major 
hindrance to any official support from within the SBC. 

The second factor is economic. The religious right is ideologically 
committed to capitalism and deeply paranoid about “socialism”. In spite of all 
their talk about biblical justice, they embrace what is more nearly a libertarian 
theory of economics. Rush Limbaugh is a hero. The fact that campaigns against 
the reforms Clinton put forward were branded by the health insurance industry 
and the leadership of the religious right as “socialized” medicine and associated 
with “big government”, was a second major hindrance. 

Add to these major barriers the lack of advocacy or even acknowledgement 
of the problem by such agencies as the Christian Life Commission, and the 
upshot was that Southern Baptists were hardly able to address the issues or 
provide substantive guidance. Even occocasional references showed the general 
attitude. In (me brochure, the Christian Life Commission of the SBC declared 
that the “so-called health-care crisis is forcing health-care providers and 
insurance companies to reduce costs. One way to reduce costs is to limit care 
for the terminally ill and elderly ([3 1], p. 4). The message ended with a call to 
confront “the euthanasia movement and the eroding respect for the sanctity of 
human life..”. The implication seems to be that health care reform amounts to 
legalizing euthanasia! The guilt-by-association tactic is effective among people 
who have become deeply suspicious of the trustworthiness of government. 
Ironically, the average age of Southern Baptist congregations is now 55, 
meaning there are millions of Southern Baptists who live on Social Security and 
enjoy the health care benefits of Medicare/Medicaid. Their leadership has not 
yet told them that these beloved governmental benefits are in fact a type of 
socialized care. 

Even so, the Baptist/Evangelical mindset has a number of commitments 
that should provide solid guidance for the reform of the health care system. It 
would have no program as such, but it should be able to set forward any 
number of principles for shaping a system that is humanized and sensitive to 
the problems of inequitable health care access and the staggering costs that 
threaten all Americans should they experience a health care crisis, as 
Scheidemeyer noted. 
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To begin with, it should be a patient-centered system, not one designed for 
the financial aggrandizement of health professionals and insurance companies. 
Where the money is going and for what it is paying, should be major questions 
put forward for reform. The “profits” are shifting even away from physicians 
and hospitals to insurance carriers and entrepreneurs under the “for profit” 
system. No industry should become fantastically wealthy at the expense of the 
suffering. Baptists have been generous in providing hospitals under the non- 
profit system, aware that charitable care was necessary in a world where tragedy 
can happen to anyone. The image of the Good Samaritan who paid for the 
hospital care of the wounded Jew has enlived this moral sensitivity to providing 
health care. 

Second, decision-making should be prioritized in favor of the specialist and 
scientist, not those concerned most with financial savings. The managed health 
care systems certainly have the advantage of controlling costs; but to this point 
the cost control seems at the expense of the patient. The problem is that insur- 
ance companies are making the judgment as to appropriate lengths of hospital 
stay, not the attending physician. One Christian physician/administrator of a 
major hospital has thus filed a class action suit against a managed care system 
claiming their policies are injurious to his patients. As he put it, “they are 
killing nay patients”. “Managed Care” must not become a code for detering or 
denying access to adequate and necessary health care. 

A third principle is that of justice. A biblical perspective will appear far 
more egalitarian than either utilitarian or libertarian. No interest in health care 
that is ethical can be indifferent to the fact that approximately 37 million 
Americans have no health care insurance. That does not mean they have no 
access to health care! Many of them do through Medicaid, Medicare or 
charitable care. Health care treatments for those without insurance is terribly 
expensive because it is provided primarily through Emergency Room visits. 
Little waxier that the costs are so astronomical; Medicare may be broke by the 
year 2003. Other health problems are being systematically denied by insurance 
carriers such as those associated with mental illness. The typical policy now has 
a lifetime maximum of $25,000. which is less than one month’s hospitalization 
in a mental health hospital. Those patients with chronic mental illness are thus 
either left without care or are thrown onto Medicaid. No system can be ethical 
that marginalizes, neglects or forsakes those who cannot care for themselves or 
forces into bankruptcy families that are otherwise not financially able to pay 
fend for enormously expensive health care. 

XII. AIDS (ACQUIRED IMMUNE-DEFICIENCY SYNDROME) 
Evangelicals and Baptists have made significant advances in dealing with AIDS 
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[41], The shrill judgmentalism that so often accompanied statements regarding 
AIDS has diminished considerably. Some still hold the “disease as punishment” 
theory noted in earlier essays in this series of this volume. Even so, their 
numbers seem to be diminishing and the harshness of their attitude no longer 
seems dominant, or even typical. 

The statement on AIDS by the Christian Medical, Dental Society captures 
both the practical aspects of this potential epidemic and the ethical issues that 
surround questions of medical care and social response. Moral judgment is 
suspended and compassion is extended to all who have AIDS. The church is 
also urged to develop health care ministries to provide compassionate care. As 
to public policy, CMDS supports confidentiality, screening of high-risk groups, 
and sexual contact tracing of those with HIV for both treatment and prevention. 
The interests of the uninfected partner takes precedence over patient 
confidentiality which underscores the moral basis of the duty to warn. Finally, 
lifestyle issues and sex education are addressed. CMDS recommends sex 
education as the responsibility of parents, thus siding with the religious right. 
Abstinence and monogomous marriage are held to be the only “safe sex” 
alternatives [12]. 

Evangelicals have also been affected by the debate over whether to require 
or strongly recommend that pregnant women be tested for HIV infection. The 
issue has been prompted by the finding that the incidence of AIDS in infants 
bom to seropositive women can be reduced by 70% if she is treated with AZT 
during pregnancy. Some Christian public policy analysts are saying that crisis 
pregnancy centers (CPC) should require testing as a way of fighting the spread 
of AIDS to infants and providing medical benefits to the woman. Pro-life 
leaders counter by saying such centers are not able to require even pregnancy 
testing; at most they should strongly urge HIV testing. Richard Cizik, policy 
analyst for the National Association of Evangelicals, suggests CPCs offer 
AIDS counseling and thus routinely encourage testing. Counselors still point 
to the difficulty of crowding even more into a fifteen minute session, desirable 
as it may be. Even referrals are not standard procedure in such centers [16]. 

Evangelical and Baptist churches have begun to recognize the inevitable 
presence persons living with AIDS (PLWA) in both church and society. AIDS 
is not a “homosexual disease” but a disease that affects people. A highly 
personalistic theology and ethical orientation leads inevitably and rightly to 
caring ministries for people regardless of their circumstances. A number of 
effective ministries have been developed such as that by Eric Raddatz and the 
Baptist AIDS Partnership of North Carolina. Others have been noted in 
Houston and San Francisco. These are critically needed and creative responses 
to the challenge which AIDS presents. 

Educational materials are also being developed and distributed to deal with 
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the problems of ignorance and hysteria that so often accompany responses to 
PLWA. A loose-leaf resource and study guide published by the Cooperative 
Baptist Fellowship, a splinter group from the Southern Baptist Convention, 
features 8 articles designed for use in the local church. The sections can be 
copied or used on transparencies to facilitate discussion. Sessions cover ‘AIDS 
Education and the Church’, ‘AIDS and Sexuality’, ‘AIDS and 
Children/Adolescents’, ‘AIDS and the Family’, ‘AIDS, Ethics and the Church’, 
‘AIDS and the Grief Process’, and ‘Congregational Ministry Actions’. The 
writers suggest the suspension of moral judgment in the interest of truthful 
understandings and compassionate ministries. The latest data from the Center 
for Disease Control, Atlanta, is incorporated so as to enhance objectivity. The 
aim is to provide accurate information about HIV/AIDS, dispel myths, diminish 
fears based on false rumor, encourage churches to be open to PLWAs, deal with 
ethical issues and the AIDS crisis, and provide ministries to families dealing 
with grief and other issues [23], 

As the title indicates, this guide is heavily oriented toward story or 
narrative. The material can be characterized as open, informed and prophetic. 
Writers reject the famishment theory of disease and challenge the idea that God 
has created HIV as a special way to vent the divine wrath on homosexuals. 

Some literature produced by Southern Baptists seems to expoit the fears 
associated with AIDS. The CLC (SBC), for instance, says that it fears that the 
AIDS epidemic will be so costly as to “force the country to adopt active 
euthanasia out of economic necessity” ([31], p. 4). The net result of such 
associations in argument is to increase the hysteria with which AIDS is 
discussed, exploit fears regarding euthanasia, and distort the (legitimate) issues 
at stake regarding economic costs and health care reform. 

XIII. ANIMAL RIGHTS 

Animals are a popular subject among evangelicals and Baptists; but not animal 
rights. Little attention is given to this important topic in the literature or 
speeches of these groups. Both theological and practical reasons lie behind this 
neglect. 

For cme thing, the language of “rights” is not the primary model with which 
the evangelical community works. They are more likely to speak theologically 
of salvation and ethically of moral responsibility. When they do speak of 
“rights” they are addressing issues pertaining to people; the idea of “rights”, for 
non-human creatures is difficult to accept. 

The religious emphasis on personal salvation is also highly, if not 
exclusively, anthropocentric. Animals are not destined for an afterlife, 
important as pets may be to those who are. 
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Theologically, this issue pertains to those creatures who bear the imago 
Dei. William May, who is Catholic, addresses the issue in speaking of the 
sanctity of life ([6], p. 104). He appeals to the creation of man and the promise 
of dominion over “every living thing” as biblical backing for excluding animals 
from God’s protection. He argues that man “is the only creature on earth which 
God willed for himself’. A creature with the capacity to know the truth and to 
make free choices; God cannot give himself to a being incapable of receiving 
him... God cannot become incarnate in a pig or cow or ape because these 
creatures of his are not capable of reflecting the divine image”. Further, he 
regards every human being “a created word” of God; they are sacred... ([6], p. 
105). 

May’s arguments went unchallenged in the book devoted to an 
Evangelical/Catholic agenda on social issues. While he is not part of the 
religious tradition addressed in this essay, he undoubtedly put in writing a way 
not a-typical among Baptists and evangelicals. The prevailing assumption is 
that only people bear the image of God. 

Perhaps so. But there are reasons both biblical and theological for 
questioning that assumption. For instance, the biblical injunction for people to 
“multiply and replenish the earth” (Gen. 1 :28) is shared by other creatures who 
are also to “be fruitful and multiply . . . each according to its own kind” (Gen. 
1:21,22). Ataminimum, it seems, there is a God-given “right” to survive as a 
species, a right not to be driven into extinction by a more rapacious creature. 
Second, all creatures share in God’s creative goodness. At each point in God’s 
creative activity the divine pronouncement is that “it is good” (Gen. 1 : 1 7, 2 1 , 
25, 31). Their good belongs to God; it is not derived from any value they may 
have for people. Third, animals are portrayed as delighting in God’s creation 
(Ps. 105) and the Song of Songs portrays all animals as enjoying God’s garden 
of delights. Fourth, some account must be made of Paul’s vision of cosmic 
redemption (Rom. 20-25), in which people are portrayed as part of the whole 
creation that is to be redeemed. The uniqueness of people is that they may know 
of that redemptive plan and participate with God in bringing it about. That is 
the “hope” for which we wait and work. 

Christians can hardly be “pro-life”, therefore, without placing animal 
rights (Hi a list of moral priorities. Ravaging the environment is also evidence 
of a radical (and unbiblical) anthropocentricity that places people instead of 
God at the center of the universe. The human population explosion is 
jeapordizing the very existence of vast numbers of animals. As new lands are 
sought for meeting human survival needs, the basis for animal survival is both 
ignored and destroyed. Tropical rain forests are depleted and native animal 
habitats are destroyed in order to accommodate the burgeoning human 
population. All the while we hear from religious circles that people should not 




BAPTIST-EVANGELICAL MEDICAL ETHICS 



253 



use contraceptives or control their population, or that population growth is not 
a problem. It is most certainly a problem for animals, and thus it is hard to 
argue that it is not a problem for the God Who willed we live together, not at 
the expense of the other. 

A note sounded by Richard Land, Director of the CLC, in saying that 
“animals... are pre-owned by their Creator” [29], could also be part of the fabric 
of support for animal rights. Like people, all animals have their origins in God. 
We all belong to nature and are products of the infinite patience and creative 
grace of God in bringing us into being. For the human species to claim that all 
privileges and prerogatives belong to it is to betray a radical anthropocentrism 
or what the philosopher Peter Singer has called “speciesism”. The claim to 
God’s promise of human dominion over other creatures has been used to 
rationalize the exploitative and destructive powers people possess by 
technology to do drastic things to earth and its denizens. 

Philosopher Peter Singer speaks of the irony of our being willing to kill a 
perfectly healthy, happy seven month-old baboon for an experimental heart 
transplant into a human infant bom with hypoplastic left heart syndrome. The 
baboon infant was healthy and happy; the infant had hardly any chance of 
survival even with the transplant. It was entirely experimental, with no evidence 
whatever to support the idea that the child could live if given a baboon heart. 
He further pointed to the irony of the human unwillingness to use the organs of 
neonates which are bom dying or will live only a few days, such as, 
anencephalics, when we think little about killing an otherwise healthy baboon! 
His point is not that baboons are “of equal worth” with people; but that healthy 
baboons should certainly have standing above the attitude of their utter 
dispensability when treating even the most disastrous cases of human birth 
defects [57], These, too, are God’s creatures, with chromosomal patterns that 
are indistinguishable from those of human beings. 

Could it be that a major factor in original sin is the notion that only people 
are capable of reflecting the imago Dert The claim to absolute value as in the 
sanctity of human life surely reflects such thinking. Attributing supreme value 
to people, gives oily a secondary or utilitarian value to all other creatures, thus 
making them vulnerable to exploitation and regarded as expendable for human 
purposes. There is a moral crisis in the Christian attitude toward animals. That 
crisis may be based on an ethic that claims too much for people and too little 
for the rest of God’s good creatures. 
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JEHOVAH’S WITNESSES: 
HELP WITH BIOETHICAL ISSUES 



I. INTRODUCTION 

This is the first entry at Jehovah’s Witnesses in the Bioethics Yearbook ; hence 
certain ethical and religious matters that have been addressed in the past few 
years will be treated in their historical context. On all of these, authoritative 
statements are found in the journals The Watchtower and Awake!, as well as 
other publications of the Watchtower Bible and Tract Society. These contain 
instruction and the results of studies that the Governing Body of Jehovah’s 
Witnesses provide for millions of adherents around the globe. These 
publications also contain statements of the positions Jehovah’s Witnesses hold 
on moral questions. 

Countless individuals make bioethical decisions based on cultural or family 
training, personal experience, or humanistic views of life. But many outsiders 
who study Jehovah’s Witnesses are struck by the degree to which the Witnesses 
(as a group and personally) strive to base their thinking and decisions on the 
Bible. Witnesses believe that “all Scripture is inspired of God and beneficial for 
teaching and for settings straight” (2 Timothy 3: 16) 1 . Convinced that the Bible 
reflects “the wisdom from above”, Jehovah’s Witnesses toy to conform their 
convictions and decisions to its wise laws and valuable principles (James 3:17). 

II. SOURCE AND USE OF LIFE 

A primary belief of Jehovah’s Witnesses is that Jehovah God is the Source of 
life, including human life. This implies acknowledging that because of Him “we 
have life and move and exist” and so we are dependent on Him (Psalm 36:9; 
Acts 17:25, 28). Respect for this gift of life from God influences Jehovah’s 
Witnesses in many aspects of normal life. 

Fa* instance, regard for life moves them to avoid sports that are known to 
be extremely hazardous. Similarly, Jehovah’s Witnesses are aware that the 
Bible permits the use of alcoholic beverages in moderation, but they pointedly 
shun drunkenness and addiction to alcohol, a course that naturally brings health 
benefits. Consistent with this, they do not use addictive and mind-altering drugs 
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for recreational (non-medical) purposes ([16], p. 128;[14], pp. 98-100). And 
they require that individuals who smoke or chew tobacco cease these practices 
before they become baptized members of a congregation. This stand (hi tobacco 
reflects appreciation for the God-given provision of life, and it complies with 
the apostle Paul’s inspired advice, “Let us cleanse ourselves of every defilement 
of flesh and spirit, perfecting holiness in God’s fear” (2 Corinthians 7:1). 

Respect for the gift of life (and obedience to its Giver) extends into many 
areas of family life and medicine. 

III. RESPECTING THE LIFE OF THE UNBORN 

Jehovah’s Witnesses hold that a new life begins at conception, for the Bible 
says that God knows “even the embryo” of a new person developing in the 
womb (Psalm 139:16). An embryo is a life that under normal circumstances 
will grow into and in time produce a separate human being. Thus, Witnesses do 
not resort to deliberate termination of a pregnancy, whether as a type of family 
planning or as a means to side-step health risks that to a greater or lesser degree 
accompany all pregnancies ([18], pp. 478-480;[17], pp. 191-192). Nor do they 
feel that such taking of unborn life is justifiable, even if the pregnancy is the 
result of vile criminal wrongs, such as rape or incest ([5], p. 1 1). 

Awake! of February 22, 1993, highlighted “Family Planning -- A Global 
Issue” [3], It noted that “[t]he Scriptures neither encourage Christian couples 
to have children nor tell them to refrain. Married couples may decide for 
themselves whether to have children or not and, if they do plan for children, 
how many they will have and when they will have them”. After stressing that 
those who have children come under a Scriptural obligation to care for them 
materially, morally, and spiritualty, the logically question was raised, “Does the 
Bible condemn birth control?”. The answer was given: 

No, it does not. The choice is left with the couple. If a married couple decides to practice birth 
control, their choice of contraceptives is a personal matter. However, the method of birth control 
a Christian couple chooses should be governed by a respect for the sanctity of life. Since the Bible 
indicates that a person's life begins at conception, Christians would avoid contraceptive methods 
that abort, or end the life of, the developing child. (Psalm 139:16; compare Exodus 21 :22, 23; 
Jeremiah 1:5) ([3], pp. 8-9). 

The article set out the reported “advantages” and “disadvantages” of 
various “barrier methods”, such as the diaphragm, cervical cap, and condoms. 
These do not raise Scriptural issues. But regarding the IUD, Awake! 
commented: “While there is uncertainty as to how it actually works, doctors 
believe that it prevents fertility in several ways. One of these ways probably is 
to prevent the fertilized egg from attaching itself to the wall of the womb”. 
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More details about this were earlier provided in The Watchtower, which 
pointed out that if the Intrauterine Device allows conception to occur (and thus 
a life to begin) but prevents the implantation of the developing ovum, it would 
be abortive in nature ([19], pp. 30-3 1). 

Many forms of “birth-control pills” function by inhibiting ovulation; so 
Jehovah’s Witnesses decide individually cm whether to use such in family 
planning. However, certain medical researchers suggest that the progestin-only 
pill (minipill) may not suppress ovulation. Instead, it may either (1) thicken 
cervical mucus, thus obstructing passage of sperm, or (2) allow for conception 
but produce a hostile environment in the womb, which could prevent a fertilized 
ovum from inplanting and developing into a child ([22], p. 29). Consequently, 
the Witness married couple should seriously consider whether the mechanism 
involved might sometimes amount to terminating life that has already begun. 

Just as some pregnancies expose the mother to unusual health risks, others 
may involve a developing child that is at high risk or is defective in some way. 
Couples should take this into consideration in weighing whether to employ 
family planning. But once a child has been conceived, respect for its life — even 
though that might be impaired or affected — precludes terminating the 
pregnancy by intentional abortion. Hence, some of Jehovah’s Witnesses have 
declined medical tests to determine whether a baby in the womb might be 
genetically damaged, for they would not abort it even if it were ([ 1 7], pp. 191- 
192). This is consistent, too, with their belief that in the future God will undo 
the damages resulting from human imperfection, even resurrecting the dead who 
are in his memory (John 5:28-29; Revelation 2 1 :4-5). 

IV. IN VITRO FERTILIZATION 

Particularly in developed lands much attention has recently been given to 
reproductive techniques for childless or infertile couples. Some procedures 
employ the egg(s) and sperm from a man and woman who are not married to 
each other. Jehovah’s Witnesses view this as contrary to the Bible command 
against adultery. The Watchtower of June 1, 1981, called attention to Leviticus 
18:20,29 and commented: “That law was given, when modem artificial 
insemination and ‘test-tube-’ baby procedures were not available; yet it does 
indicate God's thinking. From the Bible we must conclude that if conception is 
accomplished with the sperm and an egg not from husband and wife, it would 
amount to adultery or fornication” ([20], p. 3 1). 

Even when the two contributors are a married couple, there may be issues 
to consider. For example, in some instances of in vitro fertilization and zygote 
intrafallopian transfer, multiple eggs from a wife may be fertilized outside her 
body with her husband’s sperm. If there are too many fertilized eggs, or some 
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have chromosomal defects, what would be done with them? The article added: 
“News accounts say that in some cases after conception scientists have 
destroyed the fertilized egg because they believed that it would not develop 
properly or would have genetic defects. If so, would this not be the equivalent 
of abortion? And to what extent would the ‘parents’ have a voice in or 
responsibility for such a termination of a newly begun life?” 

The determination of Jehovah’s Witnesses to shun what the Bible 
categorizes as adultery means that they decline surrogate motherhood, a 
woman’s being impregnated (through artificial insemination or otherwise) with 
the sperm of a man to whom she is not married. After discussing this, Awake ! 
of March 8, 1993, continued: 

What about gestational surrogacy? This too defiles the marriage bed. True, the fertilized egg 
would be a union of the husband and his wife, but it is thereafter placed in the womb of another 
woman and, in fact, makes her pregnant. This pregnancy is not the result of sexual relations 
between the surrogate woman and her own husband. Thus, her reproductive organs are now 
being used by someone other than her own mate. This is inconsistent with the Bible's moral 
principles that a woman bear a child for her own husband (Leviticus 1 8:20; Deuteronomy 23:2; 
Hebrews 13:4) ([4], pp. 26-27). 



V. LIFE AND BLOOD 

Probably the most publicized aspect of Witness belief in the bioethical field is 
their stand regarding the use of blood. Why do they decline blood transfusions? 

They understand the Bible to prohibit a Christian’s sustaining his life by 
accepting transfusions of blood. In a number of places the Bible pointedly 
forbids consuming blood (Genesis 9:3-4; Leviticus 17:13-14). The book of 
Acts records the decision of what might be called the first Christian council. 
Among other things, the apostles and others who formed the first Governing 
Body directed that all Christians “abstain from ... blood” (Acts 15:20, 28-29; 
21:25). It held that the abstaining from blood is as morally important as 
Christians’ abstaining from acts of idolatry or sexual immorality. 

The brochure How Can Blood Save Your Life? considers Scriptural, 
moral, medical, and legal aspects of the Witnesses’ position [15], It noted, for 
example, that the binding Biblical prohibition about blood did not reflect any 
casual disregard for life. “While the law about blood had health aspects, much 
more was involved. Blood had a symbolic meaning. It stood for life provided 
by the Creator. By treating blood as special, the people showed dependence on 
him for life. Yes, the chief reason why they were not to take in blood was, not 
that it was unhealthy, but that it had special meaning to God” ([15], p. 4). 
Accordingly, history confirms that early Christians refused to consume blood 
(animal or human), even in the face of death. Scientist Joseph Priestly observed: 
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“We cannot but conclude, that [the Biblical prohibition regarding blood] was 
intended to be absolute and perpetual; for blood was not eaten by any 
Christians for many centuries” ([15], p. 5). 

Jehovah’s Witnesses maintain this long-standing Christian position. Since 
they highly value life and good health, they seek and appreciate the highest 
quality non-blood therapies available. While everyone wants effective medical 
care of high quality. Dr. Grant E. Steffen noted two key elements of such: 
"Quality medical care is the capacity of the elements of that care to achieve 
legitimate medical and nonmedical goals” ([1 1], p. 56). Those “nonmedical 
goals” would include not violating the patient’s ethics or Bible-based 
conscience. 

In the past medical personnel often felt that they could not provide 
optimum medical care in the face of the Witnesses’ non-negotiable position 
regarding blood, but the medical picture has now changed dramatically. The 
pandemic of AIDS brought home, both inside and outside the medical 
community, the multitude of risks directly linked to blood transfusions. This 
has spurred a multi-faceted search for the sort of non-blood therapies that 
Witnesses have long requested for religious/ethical reasons. The public has read 
news reports such as: 

At the urging of the Jehovah’s Witnesses community, the doctors [at New York Hospital-Comell 
Medical Center] combined their blood salvaging techniques with the new drugs. They also found 
a new way of utilizing the traditional heart and lung machine used to keep patients alive during 
cardiac surgery. In addition to the 40 Jehovah’s Witnesses patients ..., six months ago the New 
York-Comell team introduced the operation into the general patient community. “Since then, they 
have completed 100 consecutive bloodless bypass surgeries with no death,” said [Dr. Karl] 
Krieger. The mortality rate for normal bypass surgery is about 2.3% [9], 

So the stand the Witnesses take for what some might term merely religious 
reasons is now directly benefiting the general population. 

Many physicians have concluded that within the scope of their ethics and 
conscience they can accommodate Witness patients, which is borne out in the 
medical and literature [6], Wong and Jenkins presented results of six-years of 
surgical experience on Witness patients at Vancouver General Hospital and 
advised: “The religious beliefs of Jehovah’s Witnesses should be respected, and 
the surgeon and anaesthetist should take the challenge, bearing in mind that 
they must be aware of special consideration for these patients” ([25], pp. 578- 
585). Martens recommends: “Such patients’ religious beliefs oblige 
anaesthetists and surgeons to avoid blood transfusion in any form. There are 
benefits: the very careful haemostasis that is practiced in these cases reduces the 
chance of reoperation to control bleeding and the risk of transfusion-transmitted 
infection is avoided” ([8], p. 1322). And a study by Viele and Weiskopf 
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concluded: “Our review of the literature describing the experience with survival 
and death of moderately or severely anemic Jehovah’s Witnesses from 1970 to 
1993 suggests that survival is possible at extremely low oxygen-carrying 
capacity ... The lack of substantial rates of mortality due to anemia at Hb 
concentrations of 5 g per dL (50 g/L) might reassure clinicians who are making 
decisions about the need to transfuse” ([13], pp. 396-401). 

Understandably in this age of increasingly complex medical procedures 
and technical issues, there are religious questions about blood products that do 
not seem as straightforward as refusing to accept blood transfusions. As a 
result. Witness literature has commented on the use of diverse blood fractions 
for a multitude of purposes and the acceptability of equipment to circulate, 
oxygenate, and purify a patient’s blood ([24], pp. 30-3 1 ; [2 1], pp. 30-3 1). But 
even these religious/ethical positions are becoming widely acknowledged. For 
instance, in May 1995 the St. Vincent Charity Hospital (Cleveland) distributed 
the lengthy repot, “Risk Analysis: Refusal of Blood Transfusions on Religious 
Grounds”. It noted: 

Individual Jehovah's Witnesses may accept the transfusion of albumin, immunoglobulins, and 
hemophiliac preparations; use of dialysis and heart-lung machines if they are not primed with 
blood; and tissue transplants. Because the Bible does not comment directly on these therapies, 
the Jehovah's Witnesses' position is that the individual patient may follow his or her own 
conscience [7]. 

Witnesses have themselves taken major steps to avoid needless 
ethical/legal confrontations regarding their insistence on the use of recognized 
therapies that have proven effective and negated pressure toward transfusing 
blood. Spence wrote: 



As a group, they are among the best educated consumers the surgeon will ever encounter and are 
very knowledgeable, especially in areas of alternatives to transfusion. Their church has 
established local Liaison Committees, consisting of church members whose goals are to act as 
a liaison between the physician and the patient and to provide the physician with a clear 
understanding [of] such issues as the Witnesses' position and use of alternatives. Recently, these 
committees have established relationships with regional hospitals, known as Centers for Bloodless 
Surgery, where Witness patients can be referred [10]. 

Each baptized Witness carries an Advance Medical Directive/Release. In 
this legal document the individual clearly states his ethical position about blood, 
provides an unambiguous release of liability for cooperative medical personnel, 
and identifies knowledgeable contacts in case of emergency. A new copy of this 
document is signed and dated annually. Since the United States Supreme 
Court’s 1990 ruling in Cruzan v. Missouri Department of Health [12], the 
Witness have offered additional help. Through their congregations they have 




JEHOVAH’S WITNESSES: HELP WITH BIOETHICAL ISSUES 265 



access to a detailed healthcare proxy that is adapted to legislation in the various 
states. Using such, each Witness can further document legally his healthcare 
instructions. For example, he can state his convictions regarding being 
administered blood, medical products containing a small amount of some blood 
fraction, and surgical techniques such as hemodilution and intraoperative blood 
salvage. He also can document decisions on ethical issues, such as prolonging 
life by heroic procedures, and he can appoint a healthcare agent. 

VI. POSTPONING DEATH/EUTHANASIA 

In their careful study of the Bible, Witnesses find no requirement that persons 
employ every possible medical means to extend life when doing so would be 
merely lengthening a dying process well under way. Awake ! of October 22, 
1991, provided some Bible-based guidelines in its study “Help for the Dying” 
([2], pp. 3-9). After stressing that no loving Christian would advocate medical 
neglect, it noted that oily where the situation has been clearly determined to be 
hopeless should consideration be given to asking that life-support technology 
be discontinued. What, then, do Jehovah’s Witnesses believe about euthanasia? 

They again shape their outlook on the Scriptures, which clearly condemns 
the taking of human life as murder (Exodus 20:13). The discussion “What 
About ‘Maty Killing”?’ in Awake! summed up the Witness thinking: “Because 
they respect God’s view of the sanctity of life, out of regard for their own 
consciences and in obedience to governmental laws, those desiring to conform 
their lives to Bible principles would never resort to positive euthanasia” ([1], 
pp. 27-28). 



VII. LIFE AS A GIFT 

In summary, Jehovah’s Witnesses do not regard life as simply of the highest 
value in its own right. Rather, they esteem it as a gift from the Life-giver, who 
provides balanced and considerate directions as to how human life should (and 
should not) be used. These divine guidelines apply even in today’s technically 
complicated society. Hence, as Witnesses face new ethical questions, they can 
be expected to resolve these with the outlook the psalmist displayed: “Make me 
know your own ways, 0 Jehovah; teach me your own paths. Make me walk in 
your truth and teach me, for you are my God of salvation. In you I have hoped 
all day long” (Psalm 24:4-5). Jehovah’s Witnesses are confident that resolving 
bioethical issues in this way will produce the greatest good for all. 
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All Bible quotations are from The New World Translation of the Holy 
Scriptures , Watchtower Bible and Tract Society of New York, Inc., New York, 
New York, 1984. 
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ALLEN VERHEY 



BIOETHICS IN THE REFORMED TRADITION 



I. INTRODUCTION 

As part of its 1995 review of its health care policy and program the 
Presbyterian Church (U S A.) adopted a resolution, a “call to healing and 
wholeness”: 

This church, as the body of Christ, is called to be a community of health and healing in 
every level and location of its common life. It is called to live out, sustain, and promote health 
within its own life and within the larger community. It is called to carry out the purposes of a 
sovereign, health-giving God, through ministries of compassion, service, and advocacy for justice. 
It is called to reclaim its heritage of healing and wholeness ([3], p. 3). 

For Reformed and reforming communities such a vocation sets a large 
agenda, reaching into congregational programs to nurture the health of their 
members, to sustain the professional commitments of caregivers, to provide 
services and ministry to the sick and those who care for them, to speak publicly 
of the demands of justice upon a health care system, and to proclaim the good 
news of God’s presence and promise. This discussion of recent developments 
within ecclesial communities in the Reformed tradition will focus only on a 
small part of that agenda, on the study papers and denominational reports that 
are intended to instruct and inform the membership of such communities and 
to voice their particular perspective publicly. 

II. GENETICS 

In 1995 the Church of Scotland adopted a report prepared by its Board of 
Social Responsibility, Human Genetics: A Christian Perspective [11], The 
report introduces its readers to genetic science and terminology, examines some 
of the possibilities and limitations of genetic screening, testing, and therapy, 
reviews the reports of the British government (the “Clothier Report” and the 
“Nuffield Report”), puts forward a Trinitarian understanding of creation, and 
from that theological position addresses a range of important issues. These 
issues include consent for genetic testing and therapy, the confidentiality of 
genetic information, special problems related to marriage, employment, and 
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insurance, and the stigmatization of those with genetic conditions. 

There is much here that would reward the attention of congregations, 
professionals, and policy makers. The report celebrates some past and plausible 
contributions of genetic research and technology to human health without 
extravagant expectations, and it identifies some areas for caution without 
excessive and anxious concern. 

Its response to the “Nuffield Report”, Genetic Screening: Ethical Issues, 
is characteristic of the Church of Scotland report. It identifies the many 
contributions of the Nuffield Report to the public discussion, but it challenges 
its vision of private individuals making rational and self-interested choices. 

For example, it notes appreciatively how the Nuffield report struggled 
conscientiously to define adequate information for consent, and then it states 
that “part of the Report’s difficulty is in thinking that ‘information’ is neutral, 
and that if you give enough information of the right kind, you reach ‘adequacy’” 
([11], p. 32). Information is important, but information is always located within 
a context, within a “vision”, within which both rationality and the will operate. 
In this context the repent introduces its account of the social vision of Christian 
community which forms “a commitment to the vulnerable and the weak” ([11], 
p. 33). 

Again, the report applauds certain features of the concern for 
confidentiality in the Nuffield Report, but it points out the individualism of the 
Nuffield Report and its inability to settle the dilemmas it identified according 
to its own best intuitions. 

Having painted itself into a comer defending individualism, the Report attempts to extricate itself 
by appealing to the individual’s sense of responsibility. It is not clear that this argument will work. 
... By beginning where it does, the Report ... has no bridge to lead it into the social solidarity it 
sees as a solution ([1 1], p. 36). 



Against such individualism the Church of Scotland report appeals to both 
the Christian vision of community and the genetic backing for our mutual 
interdependence. 



[C)]ffering a different vision of community and the inter-relatedness of people, which comes from 
our worship of the Trinitarian God, the Church may be able to show the way toward a more 
hospitable and responsive reception of genetic information, because we are committed to 
providing a context in which persons are genuinely valued and we are less afraid of others ([1 1], 
p. 36). 

Finally, the Church of Scotland report applauds the caution the Nuffield 
Report expressed about stigmatization, but it argues that stigmatization is 
“almost impossible to avoid” where the vision celebrates rationalistic 
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individualism ([11], p. 37). 

Genetic information and technology pose questions for us not only at the 
level of certain moral dilemmas but also at the more fundamental level of our 
vision of humanity. “If genetic knowledge ... can teach us that we are more 
inter-dependent than we thought, we will all gain from it” ([11], p. 37). 

The theological perspective which operates in the whole report is described 
in a separate chapter ([11], pp. 38-44). A trinitarian account of creation 
provides the basis for “receiving the world as God’s world, allowing it to 
disclose itself (including its genetic structure)”, for “forswearing manipulation, 
abuse, and impatience”, for the commitment “to live in costly communion with 
others, supporting the weak and the vulnerable”, and for the “critique of post- 
Enlightenment individualism” ([11], p. 44). 

Human Genetics: A Christian Perspective closes with the testimony of the 
grandfather of a little girl with Cystic Fibrosis. After some good and humble 
words about “good intentions and kind words that go wrong”, this grandfather 
concludes with a paragraph that merits extended quotation. 

Ought I to be railing against the Almighty, asking how unfairness fits into his perfect love ...? At 
the very least, should I not be setting out to do a Milton and justify the ways of God to man? 
Instead there are different reactions amid the silent tears. A new insight into the power of love; 
a new sense of the uniqueness of human personality, a new scepticism about arguments for 
terminating a life once conceived. Perhaps also, amid unavoidable perplexity, a new revelation 
of the aptness of seeing God as our Father. Whatever else my grand-daughter is denied, I think 
(as I watch her parents cope) she will surely grasp the power of that metaphor, and also of the 
love of Mary for the child with so strange a destiny ([1 1], p. 63). 

III. CARE OF SEVERELY DISABLED NEWBORNS 

In the Netherlands both the term “euthanasia” and the policy that allows it are 
limited to those actions which intentionally terminate a patient’s life where 
there is a free request by the patient. Of course, many patients, including 
newborn patients, are unable to make such a request. The motive of “mercy” is 
evidently impatient with the constraint that would limit its killing compassion 
to those who can request it. The Royal Dutch Society of Medicine established 
a committee to consider care for incompetent patients and specifically the 
question whether the lives of incompetent patients may be deliberately (and 
mercifully) terminated. The committee issued an initial discussion paper in 
1988 and an interim report in 1990 which focused on life-terminating actions 
for newborns with severe disabilities, and which have prompted considerable 
discussion in Reformed circles in the Netherlands. 

The report of the Royal Dutch Society of Medicine defended the moral 
appropriateness of actions to terminate the lives of severely handicapped 
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newborns within the constraints of certain “requirements for careful medical 
practice.” The repeat justified both withdrawing (or withholding) treatment and 
directly killing, although it insisted that directly killing an infant should only be 
permitted when the withdrawal of treatment did not lead to the anticipated death 
of the infant. The “requirements for careful medical practice” were identified 
as including a prognosis of either nonviability or “unlivable life”, certainty 
concerning the diagnosis on the basis of which that prognosis was based, 
procedures which involved parents (and nurses and consultants) in decision- 
making but retained physician authority and responsibility, and full and 
accurate recording. The report acknowledged the difficulties surrounding 
prognosis. It called for the development of a greater consensus concerning the 
prognosis of non-viability, and it called for the development of a socially 
accepted frame of reference for the prognosis of “unlivable life”, 
acknowledging that a definition of “unlivable life” was not a judgment within 
medical competence [5], 

The report of the Royal Dutch Society of Medicine prompted two quite 
different responses within the Reformed community. A committee for pastoral 
care of the Reformed churches in the Netherlands gave a largely sympathetic 
response, while the Lindeboom Institute, a Reformed center for bioethics in the 
Netherlands, dissented. 

The Reformed churches in the Netherlands include the Nederlandse 
Hervormde Kerk and the Gereformeerde Kerken in Nederland. (They are 
currently working toward reunion with each other and with the small 
Evangelisch-Lutherse Kerk). The cooperative committee for pastoral care 
(“Samenwerkingsorgaan voor het Pastoraat”) of these churches prepared 
Keuzen op Leven en Dood: Pastorale en Ethische Overwegingen rond de 
Behandeling van Ernstig Gehandicapte Pasgeboren (“Choices of Life and 
Death: Pastoral and Ethical Considerations about the Treatment of Severely 
Handicapped Newborns”) [10] as an aid to pastoral care. The churches did not 
adopt it as their official position, but they did call for its publication as a useful 
tool for further reflection in the churches. 

The first two chapters of this brochure pose the question of appropriate 
care for severely handicapped infants, first, by attention to the story of a family 
whose premature infant was treated for various complications only to survive 
with severe mental handicaps, and second, by attention to certain medical 
conditions that are judged to be inconsistent either with survival or with “the 
liveability of later life” (“de leefbaarheid van het latere leven” ([10], p. 37). It 
then presents a case in which medical treatments were started on a baby bom 
with several disorders but withdrawn when it became clear that the treatments 
were not having the desired effect and when the baby’s condition deteriorated. 
The withdrawal of treatment, however, did not have the anticipated 
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consequence, namely, death. The baby’s survival only extended its suffering. 
In such a case, the committee for pastoral care concludes, the lesser of two evils 
would be to kill the baby directly. 

The third chapter, “Ethische Vragen in Christelijk Perspectief ’, articulates 
a number of “uitgangspunten” or principles: The first of these is that human life 
is “‘heilig’” ([10], p. 49), or sacred. Every human life should, therefore, be 
respected. The second point, however, rejects a reduction of human life to 
biological life. The human life that demands respect is not merely biological 
life. The third point is that we are responsible. Human beings may not avoid 
this responsibility by hiding behind “the will of God or the course of nature” 
([10], p. 51). The fourth point underscores the importance of relationships, the 
relationships within a community responsible for care and the relationships of 
the patient being cared for. The fifth point underscores the importance of 
emotions to moral decisions (without regarding emotions as normative in 
themselves). The sixth point is the familiar observation that new powers create 
new choices and new responsibilities. The new powers, however, remain 
limited; they do not provide unlimited possibilities, and the seventh point 
reminds Christians that the new powers do not enable human beings to take 
God’s place. The eighth point is that suffering is not God’s creation but an evil 
which God calls us to resist. God’s care for the suffering calls us to console 
those who suffer and to fight against their suffering. Finally, the ninth point is 
“niet ‘de natuur’ maar ‘menselijkheid’ is de norm” (“not ‘nature’ but 
‘humanity’ is the norm”, ([10], p. 53). The meaning of “humanity” is to be 
discovered in God’s love and concern in Jesus Christ. 

From the exposition of these points the document draws a number of 
conclusions ([10], pp. 55-60): a child need not be kept alive as long as possible; 
when medical treatments no longer promote the child’s well-being, they may be 
withdrawn; and if the treatments only serve to prolong a child’s suffering, they 
must be withdrawn. There is a presumption on behalf of life, but there are 
exceptions to the rule that we should not kill. In the biblical and Reformed 
tradition there is no reason to value the life of a handicapped child less than that 
of other children. Nevertheless, it is essential that a child be able to give and 
receive love. When a child is incapable of ever developing relationships or when 
a child’s suffering dominates his or her life, then a child’s death may be 
welcomed and chosen. The working group also concluded that there is no 
difference in principle between the “active” and “passive” termination of life 
in cases of severely handicapped infants (although they admit that there is an 
emotional difference). They regard the distinction as an effort to deny personal 
responsibility by hiding behind nature or God ([10], p. 58). If a decision to stop 
treatment with the expectation that the child will die is appropriate, and if such 
a decision risks prolonging the child’s suffering or if it risks the child’s survival 
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if it risks the child’s survival with even greater handicaps, then “caring” for the 
child may require not just stopping treatment but the active termination of the 
child’s life. The document admits that these conclusions are not accepted by all 
members of the churches, and it concludes this chapter by calling for a 
“continuing discussion” and for the acceptance of one another in spite of 
different opinions ([10], p. 64). 

The fourth chapter provides advice for pastoral care. It calls upon pastors 
of those with severely handicapped newborns to provide consolation, 
reconciliation, help with moral discernment, and blessing. In its section on the 
pastoral responsibility to help in the process of moral discernment, the 
committee for pastoral care underscores the importance of answering the 
question about what ought to be done on the basis of “ons christelijke geloof ’, 
or our Christian faith. The faith, however, does not rescue us from ambiguity 
- or from the responsibility to do what is best in ambiguous circumstances. 

In its fifth and final chapter Keuzen op Leven en Dood turns to social 
criticism. It acknowledges and condemns the fact that a society that values 
physical and mental capacities can be inhospitable to those who do not possess 
certain capacities. Nevertheless, it also insists that faithfulness (“trouw”) to 
severely handicapped persons and respect for their humanity may sometimes 
require that treatment be withdrawn and/or their life ended ([10], p. 76). It calls 
upon pastoral care to be critical of certain cultural assumptions, namely, the 
idealization of health and happiness that makes it more difficult to accept 
suffering and handicaps, the idealization of suffering that requires others simply 
to bear suffering to the bitter end, the absolutizing of biological life, and the 
idea that medical technologies should be developed and utilized without 
consideration of the lack of such resources elsewhere in the world. This chapter 
calls upon congregations to be communities where Christians can talk with each 
other and learn from each other, but without judging each other. 

Reformed voices in the Netherlands have not all been quite so tuned to the 
report of the Royal Dutch Society of Medicine. One vigorous dissenting voice 
has been the Lindeboom Institute, a Reformed center for medical ethics which 
addresses not just the Reformed community but also the larger society. It 
created a working group of its own to study the reports of the Royal Dutch 
Society of Medicine concerning severely handicapped infants (and subsequent 
ones about other incompetent patients), and its working group has published its 
results in Zorg voor Wilsonbekwame Patienten (“Care for Incompetent 
Patients”) [6]. Zorg voor Wilsonbekwame Patienten condemns the deliberate 
termination of any patient’s life, whether freely requested or not. It is not 
opposed to withholding or withdrawing a medical treatment when such 
treatment is medically useless or disproportionately burdensome to a patient. 
It acknowledges that competent and informed patients (or their legitimate 
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proxies) may refuse medical treatment. It affirms the responsibility to alleviate 
pain, even if effective pain relief carries a risk of death. It does not hold that 
patients must always be kept alive, as though biological life were an absolute 
value. It does, however, reject killing patients, including little patients. 

Zorgvoor Wilsonbekwame Patienten establishes the basis for its rejection 
of the reports of the Royal Dutch Society of Medicine in its second chapter. It 
traces the acceptance of euthanasia and the termination of the life of 
incompetent patients to the acceptance of certain assumptions concerning more 
fundamental matters. Judgments about euthanasia or the termination of life are 
not free-standing; they are embedded in assumptions about personhood, health, 
death, and medicine. 

Concerning personhood, the Lindeboom Institute working group rejects 
Cartesian dualism and its sundering of the body from the personal subject. In 
Cartesian dualism the body is regarded as object and treated as such; the 
personal subject, on the other hand, is characterized by self-consciousness, by 
the abilities to think and choose, by autonomy. True humanity, then, resides in 
the personal subject, not in the body, and the body may be discarded or 
destroyed when it is damaged so significantly that it cannot sustain the 
functioning of a personal subject (or when a personal subject regards it as an 
intolerable burden). 

Against Cartesian dualism and its implications, the Lindeboom Institute 
study argues for what it regards as a more biblical anthropology, an 
appreciation for the “wholeness” of a human being. Human life is embodied 
life. The implication of the wholeness of body and soul is not “vitalism.” On the 
contrary, the emphasis on the wholeness of a human being requires the rejection 
of the reduction of a patient to biological organism. The implication is, rather, 
that respect for persons may not be reduced to respect for autonomy. Zorg voor 
Wilsonbekwame Patienten rejects such a reduction as individualistic, 
unrealistic, and unbiblical. Respect for persons must always include respect for 
persons as embodied and as communal. The implication is that the embodied 
life of any and all deserves respect and protection, not just those bodies which 
remain fit vehicles for personal subjects. 

Concerning health, the Lindeboom Institute study rejects what it regards 
as an extravagant emphasis on health as well-being, beauty, independence, and 
vitality. It recommends that health be regarded not as an absolute ideal but as 
a relative value, a good which may be sought but which may also have to be 
risked for the sake of some other good. Then, even in the absence of the “ideal”, 
people may celebrate sufficient health to fulfill their obligations in a life which 
has meaning in relation to God and to others. 

Concerning death, the study criticizes the modem repression of death and 
recommends honest acknowledgment of human mortality and hopeful 
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confidence in God’s victory over death. Much can sometimes be done to save 
a person’s life or to relieve his or her pain and suffering, but sometimes not 
much can be done. Moreover, not everything that can be done to save a life 
needs to be done when such medical treatments would only prolong or increase 
the burdens of dying patients, and some things that can be done to save a life 
or to relieve suffering may not be done. Consideration of what is to be done or 
left undone needs a larger context than a simple commitment to keep people 
alive as long as possible or a simple commitment to eliminate suffering (even 
if it requires eliminating the sufferer). 

Medicine, in the view of this study, is too often regarded as an instrument 
to control life and death, an instrument for transcendence over our embodied 
condition and its limits, a tool for the elimination of human mortality and 
suffering. Medicine may sometimes foreshadow redemption, but it does not 
inaugurate God’s future rule. When extravagant and idolatrous expectations are 
attached to medicine, it becomes “a modem Moloch.” 

Having challenged these assumptions and having sketched what it believes 
to be a more biblical account of the human being, health, death, and medicine, 
the study does not conclude that medical treatment may never be appropriately 
withheld or withdrawn from a severely handicapped newborn (even if one 
anticipates that the child will die), but it does hold that physicians (and all 
others) may not kill a newborn, may not intend the death they foresee. 

IV. EQUITABLE ACCESS TO HEALTH CARE 

In 1993, during the national debate concerning Health Care Reform, the 205th 
General Assembly of the Presbyterian Church (USA) endorsed “a universal 
heath-care plan giving priority to a single-payer system” ( Overture 93-76 as 
amended). The grounds for the overture included references to previous 
statements of the Presbyterian Chinch (USA) on access to health care. “Life 
Abundant: Values, Choices and Health Care” [4] had affirmed that society has 
a moral obligation to assure the availability of health care to all people, and the 
resolution on “Christian Responsibility and a National Health Plan” [9] had 
called upon national leaders to establish an equitable, efficient, and universally 
accessible health plan. 

Those previous statements of the Presbyterian Church on access to health 
care have been enacted in a variety of other ways, as well, in advocacy and in 
education. To give one example, a videotape on health care reform, “Sealing the 
Cracks/ Working Principles” was prepared. (For other examples, see [3], 
Appendix C.) 
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V. ACTIVE EUTHANASIA 

The discussion in the Netherlands and the opposition of the Lindeboom 
Institute to the practice and policy of euthanasia there has been discussed 
above. In the United States both the Presbyterian Church (USA) and the 
Reformed Church in America have prepared study materials relating to 
euthanasia and assisted suicide. In neither case do the materials represent an 
official church position, nor do they advocate a particular public policy; rather, 
they are efforts to help congregations and their members think and talk carefully 
and Christianly about these issues. 

The material prepared and approved by the Presbyterian Church (USA) is 
a very useful study guide, In Life and In Death We Belong to God: 
Euthanasia , Assisted Suicide, and End of Life Issues [2]. There are study 
materials for twelve sessions; the material for each session includes a statement 
of goals for that session, a list of suggested resources for that session (including 
scripture, prayers, and creeds as well as contemporary materials and cases), an 
account of some critical issues relevant to that session, and suggestions for 
group process during the session. The study guide also contains a number of 
appendixes, including prior denominational statements on euthanasia, a sermon 
cautiously giving approval to certain acts of euthanasia and assisted suicide, 
and a response to the sermon from a physician of the congregation which makes 
a powerful case against euthanasia. 

The first session focuses on “moral discourse in the Christian community.” 
The second helps the group identify and explore elements of the larger context, 
including the social context, within which the Christian community talks 
together about euthanasia and assisted suicide. The third session asks the 
community to consider “Whose Life Is It, Anyhow?” It invites participants to 
consider what it means to belong to God and to Christian community in relation 
to claims concerning personal autonomy and a “right to die.” Session four asks 
members of the community to consider what they consider a “good death” and 
to reflect upon their fears and hopes when they think of their dying. The fifth 
session takes a variety of passages from scripture, which provide a variety of 
accounts of human suffering and death, and asks the group to begin to think and 
talk about suffering in ways that are attentive to the whole of scripture and to 
the diversity within scripture. The next session involves listening to the stories 
of some who have suffered and have contemplated euthanasia and of some who 
have cared for the suffering, and the seventh session asks the group to talk 
about what they have learned from the experience of those who suffer. 

In the eighth session the group is asked to consider stories of Jesus’ cross 
and resurrection, and to reconsider their conversations over the past three 
sessions. The ninth session invites the group to consider whether one can know 
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“one’s time has cane”, and if so, what one knows when one knows “one’s time 
has cone” and how one can come to know such a thing. Session ten focuses on 
ways in which the Christian community can become a “community of care” as 
well as a community of moral discourse. The next session raises issues of 
public policy; it frames the question not in terms of “rights” to euthanasia and 
assisted suicide but in toms of what can be done publicly to address the fear of 
some that they will be abandoned in their times of suffering and dying and 
treated as objects of an impersonal medical establishment. It suggests, among 
other things, support for programs informing patients of their right to refuse 
treatment, advocacy for universal health care, support for hospice, long term 
care, pain management, and a careful public discourse. It does not 
straightforwardly condemn euthanasia and assisted suicide, but it contains the 
reminder that “hard cases do not necessarily make for good law” and the 
warning against devaluing life in this society. The final session asks 
participants to review and evaluate the discourse and to identify what they have 
learned about faithfulness to God and to Christ in the midst of the ambiguities 
of suffering and dying and caring for the suffering and dying. 

The Christian Action Commission of the Reformed Church in America 
prepared a paper entitled A Christian Response to Physician-Assisted Suicide 
[1]. After a brief introduction the paper states and develops three convictions. 
First, citing the Heidelberg Catechism, “I am not my own, but belong -- body 
and soul, in life and in death -- to my faithful Savior, Jesus Christ.” Second, 
God does not abandon those who suffer but is present to them in their suffering. 
And third, the Christian community is called to be a community of care. These 
convictions form a strong presumption against suicide and assisted suicide (but 
the paper stops short of stating an absolute prohibition). 

The paper also considers the character of medicine briefly. It argues that 
physician-assisted suicide is inconsistent with the best traditions of medicine. 
It urges medical professionals to refuse to assist in a patient’s suicide, and it 
also urges them to make that refusal a “pledge” to search for more effective 
ways of eliminating a patient’s pain, to provide the patient support, including 
emotional support, and to provide the patient assistance in a good dying rather 
than assistance in suicide. 

Finally, the paper takes up the issue of “legislating morality.” Christians 
should testify in the public square to the theological convictions which form the 
presumption against assisted suicide, but the report despairs of a “common 
understanding” which would justify legislation against physician-assisted 
suicide, and so it “leaves open the question of whether or not there should be 
[such] legislation” ([1], p. 6). 

A strongly-worded overture to the 1995 General Synod of the Reformed 
Church of America from the Classis of Grand Rapids South asked that the 
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report be amended to include a clear statement opposing the legalization of 
physician-assisted suicide ([7], pp. 103-105). The 1995 General Synod invited 
continuing use of “A Christian Response to Physician- Assisted Suicide”, but 
it also instructed the Commission on Christian Action to revise it, “giving 
particular attention to making a clear and compelling statement” in opposition 
to physician-assisted suicide ([7], pp. 69-71). 

VI. AIDS 

The Presbyterian Church (USA) reiterated its position on AIDS/HIV during the 
206th General Assembly in 1994. It called the denomination and its programs, 
its synods, presbyteries, and congregations to love persons with HIV or AIDS, 
not to judge them, to care for them, not to condemn them, to be advocates for 
the civil liberties of all persons with HIV or AIDS, to promote the prevention 
of HIV both locally and globally, to reject and to resist “the intolerance and 
bigotry that have caused many to deflect their energy, blame those infected, and 
become preoccupied with issues of sexuality, worthiness, class status or 
chemical dependency”, and to challenge our society to eliminate the poverty 
which contributes to the AIDS pandemic and raises barriers to prevention and 
treatment ([8], p. 575). 



VII. OTHER ISSUES 

This review of recent developments in bioethics within the churches in the 
Reformed tradition began with a “call to healing and wholeness”, adopted by 
the Presbyterian Church (USA) in 1995 as it conducted a review of its health 
care policies and programs, and it is appropriate to conclude with some 
attention to that review [3], The General Assembly reaffirmed its previous 
statements. Life Abundant: Vales, Choices, and Health Care (1988) and 
Resolution on Christian Responsibility and a National Medical Plan (1991), 
stressing the need for wider understanding and implementation of the effort in 
those documents to consider health and healing in relation to biblical and 
theological values. It celebrated progress toward completing some of the 
recommendations of those earlier documents by a fascinating collection of some 
programs and policy initiatives of Presbyterian congregations, presbyteries, the 
denomination and its agencies and its colleges and seminaries (in [3], Appendix 
C). The list of programs -- ranging from congregational parish nurse programs 
to support groups for families providing long-term care to lobbying efforts on 
behalf of national health insurance plans to the production of educational 
materials on a wide variety of health related topics — itself inspires other 
creative and faithful efforts to implement the positions taken by the earlier 
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reports. (Appendix D contains a list of the materials available from the 
Presbyterian Distribution Management Service, 100 Witherspoon Street, 
Louisville, KY 40202-1396.) 

The review also identified certain issues “inadequately addressed in 
previous statements.” Issues so identified and marked for future study included 
an assortment of issues related to women’s and children’s health: prenatal care, 
prenatal exposure to alcohol and other drugs, teenage pregnancy, discriminatory 
health care research and services. It also identified certain “emerging issues” 
which will require future study, including reproductive technologies, genetic 
knowledge and technologies, the monitoring of federally funded health 
programs with particular mandates. The review called attention to some 
systemic problems affecting health and health care, violence, poverty, 
occupational stress, cultural practices, the emphasis and reliance upon high-tech 
medical services, and the lack of transportation to health care facilities. 

Finally, the review notes the failure of health care reform initiatives which 
aimed at universal and comprehensive coverage, and given “the current socio- 
political context”, it holds out little hope for the success of the denominational 
commitment to the support of such political initiatives. In this context it calls 
for vigilant attention to legislation in the area of health care, but it also calls for 
the support of volunteer efforts in the Churches to meet the needs of the sick 
and those who care for them. 

The review of programs and policies of the Presbyterian Church related to 
health care may serve as a closing reminder of the state of reflection and action 
in Reformed churches more generally. Much good has been done; a little by 
denominational statements, more (unreported here) by the faithful and creative 
actions of congregations and their members who regard care for the sick as no 
small part of discipleship. 
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